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Assume  Administration  Of  The 
IMS  Statewide  Physicians 
Group  Health  Program. 


Beginning  in  1982,  The  Prouty  Company  is  taking  over  adminis- 
tration of  this  Blue  Cross/Blue  Shield  coverage  for  IMS 
member  physicians. 

If  you  are  not  aware  of  this  program  you  may  be  overlooking  a 
comprehensive,  cost-saving  way  of  providing  health  cover- 
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The  program  was  expanded  in  1981  to  allow  three  different 
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Enrollment  in  the  program  will  be  open  to  member  physicians 
throughout  1982. 

Your  inquiry  to  The  Prouty  Company  is  welcome  and  will  be 
answered  promptly. 
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The  idea  of  requiring  Iowa  physicians  to 
obtain  and  report  certain  amounts  of  con- 
tinuing education  each  year  is  ludicruous, 
according  to  many  medical  colleagues. 
Obviously,  any  practitioner  worth  his/her  salt 
is  going  to  keep  up  on  developments  in  his/her 
area  out  of  a sense  of  professional  responsibil- 
ity for  good  patient  care,  not  out  of  a threat  of 
license  withdrawal. 

An  Iowa  survey  several  years  ago  demon- 
strated the  amount  of  continuing  medical 
education  obtained  by  our  physicians  far  ex- 
ceeded the  limited  CE  requirements  imposed 
by  the  Board  of  Medical  Examiners.  And  satis- 
fyingly,  according  to  reports  from  the  Board  of 
Medical  Examiners,  no  action  has  been  needed 
to  revoke  any  license  for  failure  to  meet  the 
education  stipulations.  This  is  true  for  the 
nearly  three  years  since  the  requirement  be- 
came effective. 

Everyone  knows  there  are  abundant  educa- 
tion opportunities  open  to  Iowa  physicians. 
Some  are  in  distant  places,  some  in  your  own 
backyard.  And  the  quality  of  the  offering  is  not 
necessarily  related  to  travel  distance.  Speaking 
of  close-at-hand  CME,  one  opportunity  is  just 
a few  pages  back.  By  reading  the  accompany- 
ing study  of  cholecystectomy  in  Iowa  and  com- 
pleting the  short  quiz,  you  can  earn  an  hour  of 
Category  I credit  for  1982.  Nearly  100  IMS 


members  completed  a quiz  on  hysterectomy  in 
the  September  Journal. 

I would  mention  5 hours  of  Category  I credit 
will  be  available  in  March  at  the  IMS  Sports 
Medicine  Conference.  And  probably  about  12 
hours  will  be  offered  at  the  IMS  Scientific  Ses- 
sion in  Iowa  City  April  6-8.  These  are  but  sever- 
al examples  of  what's  happening  educationally 
in  Iowa.  The  U.  of  I.  and  other  Iowa  accredited 
CME  institutions  are  providing  worthy  educa- 
tion programs. 

CME  participation  can  help  you  serve  your 
patients  better.  Secondarily,  it'll  help  you  meet 
the  legal  requirements. 
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An  editorial  by  George  Crile,  M.D.,  was 
recently  reprinted  in  the  des  moines  sun- 
day  register.  In  recent  years.  Dr.  Crile  has 
been  an  outspoken  critic  of  medical  practice  in 
the  United  States.  He  usually  swings  wildly  at 
a great  variety  of  medical  idols  and  occasional- 
ly he  hits  his  mark.  This  editorial  was  written 
originally  for  the  national  Blue  Cross  house 
organ.  It  is  a disappointment. 

“The  problem  of  the  high  cost  of  (i.e.,  medi- 
cal) care,"  he  writes,  "stems  from  the  way 
most  surgeons  are  remunerated."  He  feels  that 
fee-for-service  physicians  operate  too  often 
and  sometimes  on  patients  they  are  not  qual- 
ified to  treat. 

Basically,  George  Crile  implies  that  physi- 
cians are  not  completely  honest  and  the  only 
way  to  curb  their  avarice  is  to  put  them  on  a 
salary.  However,  if  doctors  operate  primarily 
for  selfish  reasons,  one  wonders  how  we  are 
going  to  get  greedy  doctors  to  operate  at  all 
when  they  are  on  salary  as  he  proposes.  If  a 
surgeon  operated  with  his  pocketbook  in 
mind,  then  a salaried  surgeon  would  rarely 
operate  for  essentially  the  same  reasons.  One 
might  argue  further  that  if  physicians  are  mo- 
tivated primarily  by  money  then  salaried 
physicians  have  little  incentive  for  excellence. 
Of  course,  this  is  all  nonsense  because  physi- 
cians, like  everyone  else  in  society,  try  to  do 
good  work.  Unfortunately,  there  are  those 
who  put  all  their  faith  in  laws,  regulations  and 


restrictions  and,  in  this  case.  Dr.  Crile  seems  to 
be  one  of  those  planners.  "All  we  need  to  do  is 
to  have  the  government  pass  legislation  that 
prohibits  hospitals  giving  operative  privileges 
to  any  more  fee-for-service  surgeons,"  Crile 
writes.  We  don't  downgrade  salaried  physi- 
cians, but  we  are  highly  suspicious  of  health 
planners  who  propose  a monolithic  way  to  de- 
liver health  care.  The  strength  of  our  health 
care  system  in  the  United  States  lies  in  the  fact 
that  we  don't  have  a single  system.  Instead,  we 
have  a great  variety  of  options  for  health  care, 
i.e.,  private  hospitals,  proprietary  hospitals, 
veterans  hospitals,  HMO's,  state  hospitals, 
clinics,  etc.,  all  competing  and  each  in  some 
way  superior. 

Let's  not  try  to  eliminate  the  competition, 
instead  let's  try  to  beat  the  competition.  That's 
what's  unique  about  American  medicine. 


P.S.  I commend  to  you  a review  of  the  1982 
IMS  Scientific  Session  program,  which  is  in 
this  issue.  Your  attendance  would  be  a good 
investment  of  time. 
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ABOUT  THE  COVER  — Lewis  E.  January,  M.D.,  professor  emeritus  of  internal 
medicine  at  the  U.  of  I.  College  of  Medicine,  and  Joyce  A.  Gilbert,  St.  Charles, 
III.,  senior  in  medicine,  examine  "Harvey,"  a mannequin  that  can  simulate 
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Iowa  physicians  are  talking  a good  bit  these 
days  about  what  they  perceive  as  a develop- 
ing doctor  surplus.  This  concern  is  fueled  by 
stories  out  of  places  like  Portland  or  San  Fran- 
cisco where  the  ratio  of  doctors  to  population  is 
4 to  5 times  greater  than  Iowa. 

At  its  December  interim  session,  the  AMA 
House  of  Delegates  adopted  a manpower  poli- 
cy statement  and  said,  in  doing  so,  that  the 
topic  should  remain  under  continuing  study. 
The  several  new  AMA  manpower  principles 
declared  basically  that  the  dynamic  forces  of 
the  marketplace  should  determine  the  produc- 
tion and  distribution  of  medical  manpower  — 
with  emphasis  on  quality  care.  This  AMA 
statement  downgrades  regulation,  supports 
market  incentives,  calls  for  the  AMA  to  help 
physicians  adjusting  to  changing  circum- 
stances, advocates  medical  school  adherence 
to  acceptable  educational  standards  and  self- 
determination  as  to  the  number  of  students, 
etc. 

Actually,  the  Iowa  manpower  picture  is 
quite  positive.  In  support  of  this  assertion,  I 
invite  you  to  read  the  paper  in  this  issue  by  Dr. 
Seebohm,  executive  associate  dean  at  the  U.  of 
I.  College  of  Medicine.  Dr.  Seebohm  offers 
data  showing  the  improving  medical  manpow- 
er picture.  He  adds  there  is  little  chance  the 


number  of  Iowa  physicians  will  very  soon  ex- 
ceed the  realistic  needs  of  our  population. 

In  summary,  we  appear  to  be  progressing 
intelligently  with  respect  to  medical  manpow- 
er in  Iowa.  This  is  not  to  say  we  are  without 
local  physician  shortages  in  certain  specialties. 
Our  Iowa  goal  should  be  to  produce  a doctor- 
patient  ratio  which  assures  patients  good  ac- 
cess to  care  and  physicians  adequate  caseloads 
to  maintain  skills  and  achieve  an  adequate 
livelihood.  In  the  process  we  also  want  to  fos- 
ter a professional  climate  where  early  and 
appropriate  referrals  can  occur. 

Studies  show  physician  fees  and  per  capita 
medical  cost  in  Iowa  are  below  the  national 
average.  And  Iowa,  too,  is  a place  where  quali- 
ty has  a priority  status.  In  short,  it  really  is  a 
pretty  good  place  to  be,  either  as  a recipient  of 
care  or  a provider. 


The  JOURNAL  (ISSN  002 1-0587)  is  published  monthly  by  the  Iowa  Medical  Society,  1001  Grand  Avenue,  West  Des  Moines,  Iowa  50265.  Subscription  Price: 
$15  per  year.  Printed  by  The  Ovid  Bell  Press,  Inc.,  Fulton,  Missouri  65251.  Second-class  postage  paid  at  West  Des  Moines,  Iowa,  and  at  additional  mailing 
offices.  POSTMASTER:  Send  address  changes  to  Iowa  Medical  Society,  1001  Grand  Avenue,  West  Des  Moines,  Iowa  50265. 


This  Journal  is  owned  and  published 
monthly  by  the  IOWA  MEDICAL  SOCIETY. 
It  contains  material  of  scientific  and 
socioeconomic  interest  mainly  to  Iowa 
physicians.  The  IOWA  MEDICAL  SOCIETY 
has  3,000  member  physicians  in  92 
county  medical  societies.  The  IMS  Head- 
quarters is  at  1001  Grand  Avenue,  West 
Des  Moines,  Iowa  50265. 

BOARD  OF  TRUSTEES 


JOHN  H.  KELLEY,  MD,  Des  Moines 
President 

MAURICE  E.  KRAUSHAAR,  MD, 

Fort  Dodge 

Chairman  of  the  Board 

JOHN  E.  TYRRELL,  MD,  Manchester 
Trustee/Secretary-Treasurer 

EMMETT  B.  MATHIASEN,  MD, 
Council  Bluffs 
Trustee 

HORMOZ  RASSEKH,  MD, 

Council  Bluffs 
President-elect 

GEORGE  l.  BAKER,  MD,  Iowa  City 
Vice  President 

WILLIAM  R.  BUSS,  MD,  Ames 
Immediate  Past  President 

SCIENTIFIC  EDITORIAL  PANEL 

MARION  E.  ALBERTS,  MD, 

Des  Moines 

RICHARD  M.  CAPLAN,  MD, 

Iowa  City 

DANIEL  F.  CROWLEY,  MD, 

Des  Moines 

DENNIS  J.  WAITER,  MD, 

Des  Moines 


MAY  1982  / VOLUME  72  NUMBER  5 


IN  THIS  ISSUE 

193  Mediastinoscopy  for  Diagnosis  and  Staging  of  Lung  Disease 

The  authors  conclude  this  procedure  is  both  safe  and  effective 

196  Papillary  Adenocarcinoma  of  the  Endometrium  with 
Psammoma  Bodies 

A case  report  of  a rare  situation 


EDITORS 

MARION  E.  ALBERTS,  MD, 

Scientific  Editor 

ELDON  E.  HUSTON,  Executive  Editor 
DONALD  l.  NEUMANN,  Managing  Editor 
POLLY  l.  LYNCH,  Assistant 
Managing  Editor 

IDENTIFICATION  INFORMATION.  The 
JOURNAL  (ISSN  0021-0587)  is  pub- 
lished monthly  by  the  Iowa  Medical  Soci- 
ety, 1001  Grand  Avenue,  West  Des 
Moines,  Iowa  50265.  Subscription  Price: 
$15  per  year.  Printed  by  The  Ovid  Bell 
Press,  Inc.,  Fulton,  Missouri  65251. 
Second-class  postage  paid  at  West  Des 
Moines,  Iowa,  and  at  additional  mailing 
offices.  POSTMASTER:  Send  address 
changes  to  Iowa  Medical  Society,  1001 
Grand  Avenue,  West  Des  Moines,  Iowa 
50265. 


206  Verapamil 

Effective  drug  for  paroxysmal  supraventricular  tachycardia 


218  Nurse-Doctor  Stress  Syndrome 

Comments  stemming  from  recent  media  attention 


REGULAR  FEATURES 


NATIONAL  ADVERTISING  BUREAU:  State 
Medical  Journal  Advertising  Bureau, 
Inc.,  711  South  Blvd.,  Oak  Park,  III. 
60302.  Phone  312/383-8800 

187 

President's  Privilege 

205 

Our  Man  on  Education 

189 

Things  You  Should  Know 

206 

Drug  Therapy  Review 

IOWA  ADVERTISING:  Contact  Mrs.  Polly 
Lynch,  Journal  of  the  Iowa  Medical  Socie- 

191 

Questions-Answers 

209 

State  Department/Public  Health 

ty,  1001  Grand  Avenue,  West  Des 
Moines,  Iowa  50265.  Phone  515/223- 
1401 

203 

Commenting  Editorially 

212 

About  Iowa  Physicians 

EDITORIAL  CONTENT:  The  work  of  var- 
ious authors  is  found  in  the  diversified 
content  of  the  IMS  Journal.  The  Society 
respects  these  individual  efforts  but  is 
unable  to  assume  responsibility  for  the 
accuracy  of  that  which  is  submitted. 
Manuscripts  and  editorial  inquiries 
should  be  directed  to  Editor,  Journal  of 
the  Iowa  Medical  Society,  1001  Grand 
Avenue,  West  Des  Moines,  Iowa  50265 


ABOUT  THE  COVER  — This  month's  cover  dramatizes  the  scientific  article  on 
page  193  and  shows  a large  lung  tumor  needing  mediastinoscopy  for 
staging.  The  paper  describes  this  as  an  effective  method  of  diagnosing  both 
benign  and  malignant  diseases  of  mediastinal  nodes.  Photo  credit:  Steve 
Davis,  Iowa  Methodist  Medical  Center. 


Copyright  1 982  Iowa  Medical 
Society 


Better,  Quicker  Service! 

That's  Our  Pledge!  As  We 

Assume  Administration  Of  The 
IMS  Statewide  Physicians 
Group  Health  Program. 


Beginning  in  1982,  The  Prouty  Company  is  taking  over  adminis- 
tration of  this  Blue  Cross/Blue  Shield  coverage  for  IMS 
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JOHN  A.  RENO  • BERNIE  LOWE,  JR.,  CLU,  RHU  • HOWARD  HOGAN,  CLU 


~LT 

Lru 


INSURANCE  ADMINISTRATORS  AND  COUNSELORS 
2600  72nd  Street,  Suite  0 — Des  Moines,  Iowa  50322 
Telephone  515/278-5580  or  Toll  Free  1/800-532-1105 


186  / Journal  of  Iowa  Medical  Society 


This  Journal  is  owned  and  published 
monthly  by  the  IOWA  MEDICAL  SOCIETY. 
It  contains  material  of  scientific  and 
socioeconomic  interest  mainly  to  Iowa 
physicians.  The  IOWA  MEDICAL  SOCIETY 
has  3,000  member  physicians  in  92 
county  medical  societies.  The  IMS  Head- 
quarters is  at  1001  Grand  Avenue,  West 
Des  Moines,  Iowa  50265. 

BOARD  OF  TRUSTEES 

HORMOZ  RASSEKH,  MD,  Council  Bluffs 
President 

JOHN  E.  TYRRELL,  MD,  Manchester 
Chairman  of  the  Board 
EMMETT  B.  MATHIASEN,  MD, 

Council  Bluffs 
Trustee/Secretary-Treasurer 
GEORGE  L.  BAKER,  MD,  Iowa  City 
Trustee 

ERLING  LARSON,  JR.,  MD, 

Davenport 

President-elect 

DONALD  L.  KAHLE,  MD,  Dubuque 
Vice  President 

JOHN  H.  KELLEY,  MD,  Des  Moines 
Immediate  Past  President 


SCIENTIFIC  EDITORIAL  PANEL 

MARION  E.  ALBERTS,  MD, 

Des  Moines 

RICHARD  M.  CAPLAN,  MD, 

Iowa  City 

DANIEL  F.  CROWLEY,  MD, 

Des  Moines 

DENNIS  J.  WALTER,  MD, 

Des  Moines 

EDITORS 

MARION  E.  ALBERTS,  MD, 

Scientific  Editor 

ELDON  E.  HUSTON,  Executive  Editor 
DONALD  l.  NEUMANN,  Managing  Editor 
POLLY  L.  LYNCH,  Assistant 
Managing  Editor 

IDENTIFICATION  INFORMATION.  The 
JOURNAL  (ISSN  0021-0587)  is  pub- 
lished monthly  by  the  Iowa  Medical  Soci- 
ety, 1001  Grand  Avenue,  West  Des 
Moines,  Iowa  50265.  Subscription  Price: 
$15  per  year.  Printed  by  The  Ovid  Bell 
Press,  Inc.,  Fulton,  Missouri  65251. 
Second-class  postage  paid  at  West  Des 
Moines,  Iowa,  and  at  additional  mailing 
offices.  POSTMASTER:  Send  address 
changes  to  Iowa  Medical  Society,  1001 
Grand  Avenue,  West  Des  Moines,  Iowa 
50265. 

NATIONAL  ADVERTISING  BUREAU:  State 
Medical  Journal  Advertising  Bureau, 
Inc.,  71  I South  Blvd.,  Oak  Park,  III. 
60302.  Phone  312/383-8800 

IOWA  ADVERTISING:  Contact  Mrs.  Polly 
Lynch,  Journal  of  the  Iowa  Medical  Socie- 
ty, 1001  Grand  Avenue,  West  Des 
Moines,  Iowa  50265.  Phone  515/223- 
1401 

EDITORIAL  CONTENT:  The  work  of  var- 
ious authors  is  found  in  the  diversified 
content  of  the  IMS  Journal.  The  Society 
respects  these  individual  efforts  but  is 
unable  to  assume  responsibility  for  the 
accuracy  of  that  which  is  submitted. 
Manuscripts  and  editorial  inquiries 
should  be  directed  to  Editor,  Journal  of 
the  Iowa  Medical  Society,  1001  Grand 
Avenue,  West  Des  Moines,  Iowa  50265 

Copyright  1982  Iowa  Medical 
Society 


LU 

X 


o 

_l 

< 


cc 

3 

O 


JUNE  1982  / VOLUME  72  NUMBER  6 


IN  THIS  ISSUE 

226  Ship  of  Medicine  Sails  Against  Disease 

Past  President  John  H.  Kelley,  M.D.,  compares  medical  practice  to  an 
ocean  voyage 

226  Year's  Emphasis  — Caring  For  and  About  Our  Patients 

New  IMS  President  Hormoz  Rassekh,  M.  D. , emphasizes  the  human  values  in 
medical  practice 

231  Klippel-Trenaunay  Syndrome:  A Typical  Case 

An  uncommon  condition  is  reported 

235  Drug  Diversion  Activity  in  Iowa 

The  BME  cites  the  illegitimate  use  of  prescription  drugs 

236  Creatine  Clearance  and  Perinatal  Outcome  in  Pregnancies  Compli- 
cated by  Chronic  Hypertension 

The  obstetric  records  of  68  patients  are  summarized 

242A  What  Iowa  Physicians  Are  Thinking! 

1982  IMS  Survey  findings 

246  The  New  Cephalosporins 

A discussion  of  third  generation  cephalosporins  recently  licensed  for  clinical 
use 

262  In  the  Public  Interest 

1982  IMS  House  of  Delegates  Actions 


REGULAR  FEATURES 

223 

President's  Privilege 

246 

Drug  Therapy  Review 

225 

Things  You  Should  Know 

250 

State  Department/Public  Health 

241 

Commenting  Editorially 

253 

News/Products,  Programs,  Etc. 

244 

Our  Man  on  Education 

254 

About  Iowa  Physicians 

ABOUT  THE  COVER  — What  Iowa  physicians  are  thinking  right  now  on  key 
medical  topics!  See  the  special  insert  in  this  issue  for  the  reactions  of  Iowa 
doctors  on  health  care  delivery  systems,  health  care  costs,  the  appropriate 
use  of  inpatient  services,  etc.  The  findings  are  of  interest. 


My  first  comments  in  this  space  are  made 
just  after  the  1982  IMS  House  of  Dele- 
gates has  adjourned.  I feel  really  good  about 
what  transpired.  Aside  from  the  honor  of  be- 
coming president,  I think  the  issues  discussed 
and  the  actions  taken  reflect  a genuine  concern 
for  the  welfare  of  man. 

The  statement  of  the  1982  House  abhorring 
warfare  — whether  it  be  nuclear,  chemical, 
bacteriological  or  conventional  — exemplifies 
the  commitment  about  which  I speak.  Other 
House  actions  similarly  demonstrate  the  pro- 
fession's desire  for  an  optimal  lifestyle.  I refer 
to  policy  statements  discouraging  tobacco 
usage;  promoting  an  injury-free  environment 
for  high  school  athletes;  urging  development 
and  use  of  restraint  equipment  in  motor 
vehicles;  advocating  CPR  training  in  the 
schools,  etc.  These  actions  are  in  keeping  with 
basic  IMS  policy  favoring  education,  persua- 
sion and  voluntarism. 

Additional  IMS  House  actions  spoke  more 
directly  to  policies  and  procedures  associated 
with  the  delivery  of  medical  care  in  Iowa. 
These  new  or  reaffirmed  policies  originated 
mostly  as  local  (county-level)  petitions,  came 


forward  for  discussion  and  debate,  then  com- 
pleted the  representative  process  with  a vote 
by  the  145-plus  physicians  seated  for  the  con- 
cluding House  session. 

A dream  to  be  pursued  is  that  every  Iowa 
physician  might  either  observe  or,  better  yet, 
actually  participate  in  a meeting  of  the  House, 
of  the  type  we  have  just  experienced.  Realiza- 
tion of  this  wish  would  heighten  immeasur- 
ably our  understanding  of  the  worthiness  of 
what  takes  place. 

Short  of  achieving  this  dream,  it  is  up  to  the 
leadership  of  the  Society,  and  to  all  of  those  of 
us  serving  as  delegates,  to  relay  to  all  of  you  the 
essence  and  the  content  of  these  key  meetings. 

[{.flrttJi 

Hormoz  Rassekh,  M.D. 

President 
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ABOUT  THE  COVER  — Roy  M.  Pitkin,  M.D.,  Iowa  City,  is  shown  with  plaque 
signifying  his  receipt  of  the  1982  Joseph  B.  Goldberger  Award  in  Clinical 
Nutrition  from  the  American  Medical  Association.  The  award  was  presented 
June  13  at  the  AMA  House  of  Delegates.  Dr.  Pitkin  is  head  of  the  Ob-Gyn 
Department  at  the  University  of  Iowa  College  of  Medicine.  The  award 
includes  a $1 ,000  stipend  and  recognizes  Dr.  Pitkin  for  more  than  1 5 years  of 
research  in  the  transfer  of  nutrients  to  the  fetus,  and  the  fetal  effects  of 
maternally  administered  compounds.  Dr.  Pitkin  is  a native  of  Anthon,  Iowa 
and  has  the  B.A.  and  M.D.  degrees  from  the  U.  of  I. 
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ABOUT  THE  COVER  — The  52-doctor  Medical  Associates  Health  Maintenance 
Organization  in  Dubuque  expects  to  greet  its  first  patient  this  month.  Now 
the  third  HMO  to  operate  in  Iowa,  the  Dubuque  plan  differs  in  not  having  an 
IPA  affiliate.  A certificate  of  authority  was  granted  in  July  by  the  State 
Insurance  Department  with  enrollees  expected  from  Iowa,  Illinois  and  Wis- 
consin; 4,000  participants  are  estimated  at  the  end  of  a year. 


PRESIDENT'S 

PRIVILEGE 


A PERSONAL  COMMITMENT 

Medicine  is  not  only  a science;  it  is  also  an  art.  It 
does  not  consist  of  compounding  pills  and  plasters;  it 
deals  with  the  very  processes  of  life,  which  must  be 
understood  before  they  may  be  guided.  - Paracel- 
sus (1493-1541) 

This  statement  is  as  valid  today  as  when  it 
was  made  400-plus  years  ago.  To  under- 
stand the  processes  of  life  and  treat  with  confi- 
dence and  compassion,  a physician  is  obliged 
to  be  a lifelong  learner.  So  saying,  the  ques- 
tions follow,  how  best  does  one  learn?  what 
does  one  learn?  and  how  is  this  learning  to  be 
measured?  Obviously,  there  are  a myriad  of 
ways  to  learn  and  to  measure  learning. 

In  June  the  AMA  House  of  Delegates 
adopted  an  extensive  report  on  "Future  Direc- 
tions for  Medical  Education."  The  report  has  a 
section  on  continuing  medical  education 
which  speaks  of  lifelong  learning  as  necessary 
to  professional  competence.  It  notes  that  CME 
for  most  of  this  century  has  been  a voluntary 
process.  It  describes  competence  as  a combina- 
tion of  knowledge  and  performance.  But,  and 
rightly  so,  the  AMA  material  ponders  how 
competence  is  to  be  measured  scientifically. 
This  CME  section  of  the  report  ends  with  two 
recommendations: 

(1)  The  medical  profession  should  continue  to  en- 
courage participation  in  CME  related  to  the  physi- 


cian's professional  needs  and  activities.  Efforts  to 
evaluate  the  effectiveness  of  such  education  should  be 
continued. 

(2)  The  medical  profession  and  the  public  should 
recognize  the  difficulties  related  to  an  objective  and 
valid  assessment  of  clinical  performance.  Research 
efforts  to  improve  existing  methods  of  evaluation 
and  to  develop  new  methods  having  an  acceptable 
degree  of  reliability  and  validity  should  be  sup- 
ported. 

These  recommendations  should  be  of  in- 
terest to  Iowa  physicians.  They  are  thoughtful- 
ly conceived  and  important  to  all  of  us.  What- 
ever the  future  may  hold  as  to  educational  re- 
quirements — governmental  or  otherwise  — 
the  assurance  of  professional  competence  is 
related  directly  to  the  individual  commitment 
of  the  physician.  To  be  sure,  continuing  educa- 
tion represents  a commitment  of  time  and 
money.  These  are  matters  of  considerable  im- 
portance today.  But  what  it  really  all  boils 
down  to  is  how  deeply  rooted  is  our  desire  to 
provide  optimum  patient  care. 
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ABOUT  THE  COVER  — As  noted  in  the  book,  ETERNAL  EVE,  by  Harvey  Graham 
(Doubleday  & Company,  Inc.,  1951 ),  the  first  printed  illustration  of  a Cesar- 
ean birth  appeared  not  in  a medical  book  but  in  the  lives  of  the  1 2 Caesars  by 
Suetonius.  The  first  printed  edition  of  this  book  was  in  1 506;  it  was  written  in 
the  second  century  A.D.  The  original  is  reported  to  be  part  of  the  Radford 
Collection  in  the  Medical  School  at  Manchester.  This  historical  note  is  joined 
for  interest  with  this  month's  material  on  Iowa  Cesarean  births. 
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ABOUT  THE  COVER  — Patient  Marcia  Decker  of  Des  Moines  arrived  at  the 
Surgery  Center  of  Des  Moines  at  about  7:30  a.m.  on  a recent  Tuesday 
morning.  She  had  her  surgical  procedure  and  is  shown  here  in  the  discharge 
area  with  Staff  Nurse  Jan  Forte,  R.N.,  about  two  hours  later.  She  is  a short 
time  away  from  going  home.  More  about  the  Surgery  Center  appears  on 
page  401 . 
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This  is  the  third  in  a series  of  Continuing  Medical  Education/Shared  Study  Reports.  It  is 
based  on  a study  of  1 ,853  cholecystectomies  in  60  Iowa  hospitals.  No  tendency  toward 
"unnecessary  surgery"  is  revealed  in  the  study.  Mortality  and  morbidity  rates  are  in  line 
with  reports  in  the  general  literature.  Preoperative  hospital  stays  and  the  length  of 
operating  time  are  areas  which  may  benefit  from  medical  staff  consideration. 

You  will  find  a special  orange-colored,  one-page  insert  following  this  report.  It  has  an 
8-question  quiz.  By  completing  and  mailing  it  with  $3  to  the  Iowa  Foundation  for  Medical 
Care  you  may  earn  one  credit  hour  in  Category  I for  the  Physician's  Recognition  Award  of 
the  American  Medical  Association.  The  quiz  will  be  evaluated  and  returned  to  you  with 
appropriate  comments. 

This  education  project  is  a joint  service  of  the  Foundation,  the  University  of  Iowa 
College  of  Medicine  and  the  Iowa  Medical  Society. 
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The  true  incidence  of  biliary  disease  is  un- 
known because  all  patients  with  symp- 
toms do  not  consult  a doctor.  Additionally,  30 
to  50%  of  all  patients  with  gallstones  are 
asymptomatic.1  It  is  estimated  that  gallstones 
are  present  in  12  million  women  and  4 million 
men  in  the  United  States.  Annually  in  this 
country,  there  are  800,000  new  cases  of  gall- 
stones being  discovered  and  about  400,000 
gallbladders  being  removed,  with  an  expendi- 
ture for  gallstone  illness  approximating  $1.5 
billion.2  In  Iowa,  Health  Service  Data  System 
(HSDS)  figures  indicate  there  are  4,430 
cholecystectomies  in  a population  of  2,915, 157, 
yielding  an  incidence  of  0.15%  in  patients  dis- 
charged during  the  year  of  1978. 3 


The  physician  authors  are  members  of  the  Continuing  Education  Com- 
mittee of  the  Iowa  Foundation  for  Medical  Care.  Dr.  Driscoll  serves  as 
chairman. 
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In  1977,  the  Iowa  Foundation  for  Medical 
Care  (IFMC),  the  state's  professional  standards 
review  organization,  undertook  a study  of  the 
sixth  most  frequently  performed  surgical  op- 
eration, cholecystectomy.  Because  periodic 
statements  in  medical  and  lay  literature  refer  to 
the  excessive  cost  of  "probably  unnecessary" 
surgery,4  one  of  the  study  objectives  was  to 
assess  whether  Iowa's  cholecystectomies  are 
performed  for  appropriate  reasons.  A second 
objective  of  the  study  was  to  evaluate  the  quali- 
ty of  cholecystectomy  care  and  to  see  if  major 
adverse  effects  of  the  surgery  are  more  likely  to 
occur  in  a primarily  rural  state  such  as  Iowa 
when  compared  to  published  data.  Table  I out- 
lines the  characteristics  of  the  sample  under 
study.  Sixty  (45%)  of  132  Iowa  hospitals  partici- 
pated voluntarily  in  the  study.  The  various 
criteria  under  investigation  in  the  study  will  be 
discussed  individually. 
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CRITERION  No.  1 : ALL  CHOLECYSTECTOMIES 
SHOULD  BE  ACCOMPANIED  BY  A "POSITIVE" 
PATHOLOGY  REPORT 

In  view  of  current  assertions  about  "un- 
necessary surgery,"  the  Committee  believes 
some  form  of  gallbladder  pathology  should  be 
documented  to  justify  the  cholecystectomy.  49 
variations  to  this  criterion  were  reported  in  21 
of  the  60  participating  hospitals.  Spread  over 
all  hospitals,  this  yields  a variation  rate  of  3% . 
Even  if  none  of  these  variations  were  justified, 
the  variation  rate  remains  below  the  range  of 
error  of  the  standard  means  of  diagnosis,  the 
oral  cholecystogram.  Under  optimum  condi- 
tions, when  no  acute  symptoms  are  present, 
the  oral  cholecystogram  is  more  than  95% 
accurate.2  There  is  a 2 to  3%  false  negative  rate 
of  oral  cholecystograms,1  and  a 5%  false  posi- 
tive rate  (non-visualization,  yet  the  gallbladder 
is  normal).2  Based  on  these  clinical  grounds 
alone,  a false  positive  diagnosis  of  biliary  dis- 
ease is  made  5%  of  the  time.5  So,  to  have  a 
normal  gallbladder  identified  on  the  pathology 


TABLE  I 

CHARACTERISTICS  OF  THE  SAMPLE  STUDIED 


Number 

Hospitals  Participating* 

60 

Physicians  Performing  Surgery 

326 

Patients  in  the  Study 

1,853 

Percent 

Females 

1,332 

72 

Males 

398 

21 

Sex  Not  Reported 

123 

7 

Age  20  & Under 

27 

1 

21-39  Years 

519 

28 

40-59 

594 

32 

60  & Over 

604 

33 

Age  Not  Reported 

108 

6 

* Range:  20-700  beds 
Mean:  1 1 4 beds  per  facility 


report  in  fewer  than  5%  of  cholecystectomies 
studied  is  a laudable  achievement.  When  one 
takes  into  account  the  review  process  of  the 
local  hospitals,  which  we  consider  valid,  42  of 
the  49  cholecystectomies  having  a negative 
pathology  report  were  considered  justified. 
The  rate  of  non-justifiable  cases  drops  to  an 
impressively  low  0.4%. 

In  a related  finding,  7 cholecystectomies 
were  performed  with  a pathologic  report  in- 
dicating cholelithiasis  only.  This  represents 
0.4%  of  the  cholecystectomies  in  the  study  and 
may  indicate  the  number  performed  for 
asymptomatic  gallstones.  The  literature  de- 
scribes 3 indications  for  prophylactic  cholecys- 
tectomy in  patients  with  asymptomatic 
gallstones.1  The  indications  are:  1)  diabetics, 
because  their  mortality  from  acute  cholecystitis 
is  2 to  3 times  greater  than  the  general  popula- 
tion; 2)  patients  with  non-functioning  gallblad- 
ders or  an  asymptomatic  stone  larger  than  2 cm 
in  diameter,  because  their  incidence  of  com- 
plications is  considerably  higher  than  the 
general  population;  and  3)  patients  with  calci- 
fied gallbladders,  because  this  group  has  a 
high  incidence  of  carcinoma  of  the  gallbladder. 
Altogether  these  3 indications  encompass 
slightly  less  than  half  of  the  patients  with 
asymptomatic  gallstones  and  represent  about 
30%  of  all  people  with  stones.  Various  sources 
report  between  60  and  75%  of  the  patients  with 
asymptomatic  gallstones  will  later  become 
symptomatic.  In  view  of  these  facts,  we  believe 
Iowa  physicians  are  to  be  commended  for  re- 
sisting unnecessary  surgery  where  no  clear-cut 
indications  exist. 
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CRITERION  No.  2:  NO  SWELLING,  ERYTHEMA, 
OR  SIGNIFICANT  WOUND  DRAINAGE  SHOULD 
EXIST  WITHIN  48  HOURS  OF  THE  PATIENT 
DISCHARGE 

There  were  90  variations  to  this  criterion, 
with  67  believed  to  be  justified  by  the  local 
medical  care  evaluation  committees.  When  lo- 
cal medical  care  evaluation  committees  were 
unable  to  find  documentation  in  the  records 
they  assumed  no  infection  was  present. 
Obviously,  this  reasoning  is  open  to  question, 
and  it  is  apparent  some  j ustified  cases  probably 
had  wound  complications.  On  the  other  hand, 
there  were  some  non-j  ustified  deficiencies  re- 
ported that  may  not  have  had  a wound  com- 
plication at  all.  The  lack  of  documentation 
jeopardizes  the  validity  of  the  data  and  makes 
it  impossible  to  assess  accurately  the  true 
wound  complication  rate. 

However,  consider  this  question,  "If  all  the 
variations  reported  represented  wound  com- 
plications, would  this  then  be  a significant 
problem  with  cholecystectomy  care?"  Prob- 
ably not.  A relatively  "clean"  operation  such  as 
inguinal  herniorrhaphy  produces  an  overall 
wound  infection  rate  of  5. 2%. 2 Technically, 
cholecystectomy  is  more  difficult  than  hernior- 
rhaphy, may  require  T-tube  drainage,  and  is 
likely  to  be  initiated  by  obstruction  in  associa- 
tion with  contaminating  organisms.  If  we 
assume  none  of  the  90  variations  to  Criterion 
No.  2 to  be  justified,  the  overall  wound  com- 
plication rate  would  be  3.6%,  considerably  bet- 
ter than  what  might  be  expected  from  wound 
infection  alone. 

CRITERION  No.  3:  THE  EXPECTED  LENGTH  OF 
STAY  FOR  CHOLECYSTECTOMY  IS  LESS  THAN 
10  DAYS 

535  variations  (29%  of  the  sample)  were  re- 
ported. In  addition,  85  patients  (5%  of  the  sam- 
ple) met  the  exception  of  common  duct  ex- 
ploration which  allowed  4 additional  postop- 
erative days.  After  local  committee  review,  490 
cases  of  extended  stay  were  believed  to  be  jus- 
tified, while  45  cases  were  not  excused.  23  of 
the  45  unexcused  extended  stays  gave  no 
documentation  or  reason  in  the  medical  record 
for  the  longer  than  expected  stay.  Because  the 
number  of  variations  was  unusually  large  for 
this  criterion,  specific  practice  patterns  were 
looked  for  that  might  reduce  the  length  of  stay. 
Of  the  various  reasons  for  extending  the  length 


of  stay  (i.e.,  preoperative  work-up,  diagnostic 
difficulty,  pre-  or  postoperative  stabilization  of 
the  patient,  or  dealing  with  postoperative  com- 
plications), only  the  preoperative  hospital 
work-up  seemed  open  to  modification.  Some 
local  review  committees  believed  this  aspect  of 
the  care  could  be  done  just  as  appropriately  on 
an  outpatient  basis. 

In  an  April  1980 IFMC  newsletter,  data  were 
presented  to  show  the  mean  number  of  preop- 
erative stays  for  11  selected  procedures.6  The 
Iowa  preoperative  stay  averaged  3.9  days, 
compared  with  3.8  days  nationally.  Because  of 
increasing  health  care  costs,  the  factors  of  in- 
surance coverage  or  patient  desire  are  no  long- 
er sufficient  to  justify  a preoperative  in- 
hospital  work-up  prior  to  cholecystectomy 
when  the  patient  is  not  ill  enough  to  require 
such  care.  Iowa  hospitals  are  urged  to  pay 
close  attention  to  cases  where  costs  are  un- 
necessarily increased  by  inpatient  work-up  of 
the  non-acute  patient;  steps  need  to  be  taken  to 
reduce  these  occurrences.  Iowa  physicians  can 
offer  positive  leadership  in  reducing  the  preop- 
erative extended  length  of  stay. 

CRITERION  No.  4:  TRANSFUSIONS  SHOULD  BE 
UNNECESSARY  EXCEPT  WHERE  PREOPERATIVE 
ANEMIA  DICTATES  BLOOD  REPLACEMENT. 

Operations  on  the  biliary  tract  are  followed 
by  a variety  of  complications  peculiar  to  the 
difficulty  of  surgical  dissection.  Intraoperative 
and  postoperative  hemorrhage  may  result  be- 
cause of  variations  in  the  origin  and  location  of 
the  arterial  blood  supply  to  the  gallbladder. 
Variations  in  the  arterial  anatomy  are  common 
and  perhaps  as  frequent  as  one  in  10  humans.2 
Transfusions  can  be  expected  to  be  necessary 
in  3.7%  of  cholecystectomies.7  In  our  study,  62 
patients  (3%)  required  intraoperative  or  post- 
operative transfusion.  When  looked  at  with 
regard  to  specific  indications  for  transfusion, 
these  findings  are  even  more  commendable. 
Only  12  cases  with  intraoperative  blood  loss 
required  transfusion;  26  cases  experienced 
postoperative  hemorrhage  related  to  surgery. 
The  remaining  transfusions  were  given  for  in- 
dications unrelated  to  the  cholecystectomy. 
The  performance  of  Iowa  physicians  with  re- 
gard to  transfusion  of  blood  in  cases  of 
cholecystectomy  is  better  than  the  literature 
suggests. 

(Please  turn  to  page  8) 
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CRITERION  No.  5:  THE  LENGTH  OF  OPERATING 
TIME  FOR  A CHOLECYSTECTOMY  SHOULD  BE 
EQUAL  TO  OR  LESS  THAN  2 HOURS 

Operating  time  contributes  directly  to  sur- 
gical complications  and  infections.  Cultures 
taken  from  surgical  wounds  in  a large  coopera- 
tive study  of  “clean"  operations  showed  a 
gradual  build-up  in  the  number  of  bacteria  re- 
covered up  to  3 hours,  at  which  time  there  is  a 
leveling  off.2  Operating  room  time  should  sel- 
dom exceed  this  2-hour  time  period  even  when 
operative  cholangiograms  are  performed.  Two 
and  a half  hours  operative  time  was  allowed  as 
an  exception  for  common  bile  duct  exploration; 
40  patients  (2%)  in  our  sample  met  this  excep- 
tion. Our  findings  indicate  that  177  (10%)  of 
the  patients  in  our  study  had  operative  times  in 
excess  of  2 hours.  In  161  of  these  instances,  or 
91%  of  the  total,  the  time  extension  was  be- 


CMEISSR 

No.  3 in  a Series 


lieved  to  be  justified.  In  16  cases  (9%)  the  ex- 
tended operating  time  was  believed  to  be  un- 
necessary. Ten  of  these  16  cases  appeared  at 
one  hospital,  and  the  local  review  committee 
noted  the  surgeon  has  left  the  staff.  There  was 
no  relationship  between  consistently  pro- 
longed operating  times  and  the  teaching  activi- 
ties of  a hospital.  The  median  number  of  min- 
utes of  operating  time  in  excess  of  that  ex- 
pected was  57  minutes.  In  the  entire  study  a 
total  of  726  operative  cholangiograms  was  per- 
formed, and  in  the  subset  of  cases  with  pro- 
longed operative  time,  there  were  44  instances 
of  documented  operative  cholangiogram. 

The  Continuing  Medical  Education  Commit- 
tee recognizes  that  many  valid  situations  re- 
quired more  than  the  arbitrary  2-hour  surgical 
time  and  were  justified  because  of  "additional 
surgery,"  "operative  difficulty,"  and  "condi- 
tion of  the  patient."  It  is  hoped  all  hospitals 
will  continue  to  scrutinize  this  factor  closely  in 
surgical  procedures  and  take  action  when 
appropriate. 


TABLE  II 

CAUSES  OF  DEATH  RELATED  TO  CHOLECYSTECTOMY 


Myocardial  Infarct/Cardiac  Arrest  5 

Pulmonary  Embolus  4 

Congestive  Heart  Failure  3 

Cerebrovascular  Accident  2 

Pneumonia  2 

Renal  Failure  1 

Postoperative  Aspiration  1 

Sepsis  1 

Small  Bowel  Infarction  1 

Cause  not  identified  _3 

Total  24 


Age  Distribution 

Age  Unknown 

to  IFMC  >80  70-79  60-69  50-59  40-49  <40 


9 7 4 2 0 2 0 

Total  — 24 


CRITERION  No.  6:  THE  EXPECTED  OPERATIVE 
MORTALITY  FOR  CHOLECYSTECTOMY  IS  0% 

The  mortality  of  cholecystectomy  is  reported 
in  the  literature  to  range  from  5 to  10%  and  is 
confined  to  patients  over  60  years  of  age  with 
serious  associated  diseases.1  Morbidity  and 
mortality  are  influenced  by  the  timing  of  the 
operation.  Elective  operation  has  a morbidity 
of  6%  and  a mortality  of  approximately  0.5%, 
while  emergency  operation  has  a morbidity  of 
20%  with  a mortality  of  5%. 2 In  actual  practice 
during  the  year  1972,  a Professional  Activities 
Study  (PAS)  indicated  a mortality  rate  of 
1.4% . 8 Several  factors  distinguish  classes  of  pa- 
tients in  whom  the  death  rate  is  expected  to  be 
higher.  Age  is  the  major  variable  affecting  mor- 
tality, with  nearly  all  patients  who  succumb  to 
complications  over  age  60  and  with  those  over 
age  70  having  even  higher  mortality.  Diabetes 
carries  with  it  a higher  incidence  of  suppura- 
tive complications  and  accounts  for  an  increase 
in  the  mortality  rate  to  approximately  20% . 

In  this  study,  24  patients  died  while  hospi- 
talized for  cholecystectomy.  The  cause  of  death 
and  the  distribution  of  ages  are  reported  in 
Table  II.  The  overall  mortality  rate  for  this 
study  (1.3%)  is  between  the  range  of  0.5  to 
1.4%  expected  for  elective  cholecystectomy. 
An  important  point  to  remember  is  that  our 
sample  represents  a mixture  of  cases  of  elective 
and  emergency  surgery.  Three  hospitals  had 
identical  death  rates  of  2 in  50  cases  and  one 
hospital  had  2 deaths  in  29  cases.  In  this  latter 
hospital,  both  patients  succumbed  postoper- 
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atively  to  cardiac  arrest  and  acute  arrhythmias, 
suggesting  the  need  for  a careful  look  at  anes- 
thesia and  postoperative  recovery  practices.  In 
3 hospitals,  documentation  was  so  poor  the 
cause  of  death  was  undeterminable.  Any  hos- 
pital death  should  be  considered  a learning 
experience  for  the  medical  staff  with  careful 
attention  paid  to  preventive  measures. 


CRITERION  No.  7:  THE  COMPLICATION  OF 
WOUND  INFECTION  IS  NOT  EXPECTED  TO 
OCCUR 

As  previously  mentioned  under  Criterion 
No.  2 (wound  complications),  a certain  num- 
ber of  infections  are,  in  fact,  to  be  expected. 
One  might  expect  that  in  “clean"  operations 
the  operative  wound  might  theoretically  be 
sterile,  but  this  is  not  the  case  because  skin 
cannot  be  sterilized  and  bacteria  will  be  found 
in  most  wounds.  In  one  study  of  350  wounds 
in  “clean"  operations,  a bacterial  growth  rate 
of  68%  resulted  from  wounds  cultured  at 
surgery.2  The  surgeon  must,  therefore, 
assume  that  all  operative  wounds  will  contain 
bacteria.  Certain  specific  and  general  factors 
will  determine  which  wounds  become  clinical- 
ly infected  and  which  will  resist  infection  by 
natural  defense  reactions.  The  most  obvious 
factor  is  host  resistance.  Those  patients  who 
are  elderly  or  who  have  complicating  illnesses 
will  have  a higher  infection  rate.  The  duration 
of  hospitalization  preoperatively  is  related  and 
is  pertinent  to  our  present  study.  A coopera- 
tive study  group  reported  that  an  infection  rate 
of  6%  occurs  in  patients  hospitalized  2 days  or 
less,  while  the  infection  rate  for  those  hospital- 
ized 3 weeks  or  more  before  the  operation  was 
14.7%. 2 From  this  relationship  one  might  infer 
that  the  shorter  the  preoperative  stay,  the  less 
likely  postoperative  infection  will  be. 

Eighty-three  variations  to  this  criterion  were 
reported.  Of  these  83  cases,  68  were  believed  to 
be  “justified."  It  is  hard  to  imagine  how  a post- 
operative wound  infection  might  be  felt  to  be 
“justified,"  but  in  one  of  these  cases  a logical 
reason  was  found:  “The  wound  was  contami- 
nated with  the  patient's  repeated  meddling 
with  the  incision  postoperatively."  Unaccept- 
able to  the  CME  Committee  was  a reason  for 
justification  cited  in  37  cases:  “Justified  be- 
cause proper  critical  management  was  under- 
taken." This  represents  failure  to  recognize  the 


intent  of  medical  audit  and  interjects  a con- 
founding variable  in  attempting  to  assess  the 
actual  rate  of  infection  in  this  study.  At  best, 
we  can  say  52  cases  of  wound  infection  were 
not  appropriately  justified,  yielding  an  infec- 
tion rate  of  at  least  2.8% . The  CME  Committee 
is  pleased  only  one  case  of  infection  occurred 
in  any  single  hospital.  It  appears  that  wound 
infection  is  not  a problem  of  cholecystectomy 
in  Iowa. 


CRITERION  No.  8:  SECOND  OPERATIVE 
PROCEDURE  IS  NOT  EXPECTED  TO  BE 
PERFORMED  DURING  ADMISSION  FOR 
CHOLECYSTECTOMY 

In  our  study,  27  second  procedures  occurred 
(1.5%)  that  were  not  planned  originally.  Of 
those  27  patients,  10  (42%)  had  surgery  to  cor- 
rect a complication  of  the  first  surgery,  a 
second  operation  rate  of  0.5%.  The  14  remain- 
ing (58%)  were  surgeries  unrelated  to  the 
cholecystectomy.  Three  cases  that  underwent 
a second  operative  procedure  were  examined 
by  the  local  medical  care  evaluation  committee 
and  were  found  to  be  unjustified  procedures 
for  that  hospital  stay. 


CRITERION  No.  9:  READMISSION  WITHIN  6 
WEEKS  OF  DISCHARGE  IS  NOT  EXPECTED  FOR 
A PATIENT  UNDERGOING  CHOLECYSTECTOMY 

There  were  67  variations  to  this  criterion,  but 
only  2 deficiencies:  (1)  readmission  for  acute 
thrombophlebitis,  and  (2)  a readmission  with 
postoperative  infection  not  responding  to  out- 
patient therapy.  Here  it  appears  the  local  com- 
mittees were  correct  in  analyzing  these  de- 
ficiencies and  in  no  other  cases  was  it  evident 
that  readmission  was  related  to  initial  manage- 
ment of  the  surgical  problem. 


ADDITIONAL  INFORMATION 

Additional  information  was  requested  as  a 
part  of  this  study  to  gather  data  apart  from  the 
audit  criteria.  The  total  number  of  operative 
cholangiograms  in  this  series  of  patients  was 
726  (39%).  Many  surgeons  routinely  perform 
operative  cholangiography  through  a catheter 
inserted  into  the  common  bile  duct  during  all 
cholecystectomy  operations.2  There  are  sever- 
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al  reasons  for  operative  cholangiography  on  a 
routine  basis,  even  without  clear  indications 
for  common  duct  exploration.  The  first  reason 
is  to  establish  the  absence  of  choledocho- 
lithiasis  when  there  are  none  of  the  usual  in- 
dications for  exploring  the  common  bile  duct. 
This  will  detect  stones  in  1 to  3%  of  cases.  A 
second  reason  is  to  reveal  occult  stones  when 
none  are  suspected,  a finding  that  occurs  in  4 
to  5%  of  cases.  Operative  cholangiography  has 
reduced  the  number  of  patients  undergoing 
exploration  of  the  common  duct  from  41  to 
25%,  and  has  strikingly  increased  the  number 
of  positive  explorations  from  28  to  62%  .2  About 
half  the  patients  who  have  preoperative  clini- 
cal indications  for  common  duct  exploration 
will  have  normal  operative  cholangiograms 
and  can,  therefore,  be  spared  exploration  of 
the  common  duct  with  its  statistically  higher 
morbidity  and  mortality  rate. 

The  total  number  of  patients  receiving  anti- 
biotics prior  to  surgery  was  259  (14%).  Ther- 
apeutic levels  of  antibiotics  in  the  biliary  sys- 
tem are  not  achieved  if  there  is  obstruction  of 
the  common  or  cystic  duct.2  Consequently, 
antibiotics  are  not  predictably  effective  in  ster- 
ilizing an  infected  biliary  tree  or  in  stopping 
local  inflammatory  processes  in  acute  cho- 
lecystitis. The  major  objective  of  antibiotic 
therapy  is  to  achieve  adequate  blood  levels  of 
drugs  to  reduce  the  chance  of  sepsis.  The  low 
rate  of  preoperative  antibiotic  use  in  this  study 
(14%)  is  commendable  in  view  of  the  tempta- 
tion that  might  exist  to  employ  antibiotics  re- 
flexively  for  elevated  white  blood  cell  counts 
and  fevers. 

A rather  dismal  finding  was  that  489  patients 
(26%)  received  intermittent  positive  pressure 
breathing  (IPPB)  sometime  during  their  hospi- 
talization. This  high  rate  of  IPPB  utilization 
might  lead  one  to  surmise  that  in  some  hospi- 
tals it  is  used  routinely  as  a part  of  operative 
care.  The  records  of  individual  hospitals  con- 
firm this  suspicion,  with  5 hospitals  giving 
IPPB  treatments  to  virtually  every  patient  with 
cholecystectomy.  These  5 smaller  hospitals 
accounted  for  16%  of  the  total  use  of  IPPB. 
Nine  other  hospitals  were  found  to  use  IPPB  in 
more  than  half  of  their  patients  with  chole- 
cystectomy. In  light  of  recent  thinking  on 
IPPB,9  it  is  prudent  to  discontinue  routinely 
ordered  IPPB  for  any  type  of  surgery. 

Finally,  we  sought  the  number  of  wound 
dehiscences.  Nine  cases  occurred  (0.5%). 


Wound  dehiscence  can  be  partially  prevented 
by  proper  wound  closure.  Transverse  incisions 
are  associated  with  a significantly  lower  inci- 
dence of  wound  disruption  than  are  vertical 
incisions.2  Nonetheless,  vertical  incisions  con- 
tinued to  be  used  where  transverse  incisions 
might  suffice.  The  most  common  cause  of  in- 
cisional disruption  is  wound  infection,  and  this 
should  be  borne  in  mind  when  closing  a pos- 
sibly contaminated  wound.  The  use  of  IPPB 
might  be  a possible  etiologic  factor  in  produc- 
ing wound  dehiscence.  When  wound  dehis- 
cence occurs,  the  hospital  staff  is  encouraged 
to  examine  the  case  for  possible  contributing 
factors  that  might  permit  a preventive 
approach  in  the  future. 

SUMMARY 

Our  assessment  of  cholecystectomy  in  Iowa 
reveals  no  tendency  toward  “unnecessary 
surgery."  Morbidity  and  mortality  rates  are  in 
line  with  those  reported  in  the  general  surgical 
literature  and,  in  fact,  are  better  than  most. 
Further  improvement  in  the  quality  of  care  for 
cholecystectomy  in  Iowa  might  come  with  the 
shortening  of  preoperative  hospital  stays  and  a 
reduction  in  operating  time.  Not  only  would 
such  changes  yield  cost  benefits,  but  perhaps  a 
reduction  in  the  risk  of  morbidity  and  mortality 
as  well.  An  alarmingly  high  use  of  IPPB  was 
discovered  with  cholecystectomy;  this  area  of 
overutilization  needs  continued  attention  of 
the  peer  review  process. 
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CHOLECYSTECTOMY: 
AN  EVALUATION  OF 
CARE  IN  IOWA 

Continuing  Medical  Education  Credit  Quiz 


This  learning  experience  is  intended  for  all  health  professionals  performing  or  assisting  in  the  performance  of  cholecystectomy.  When 
the  learner  completes  this  reading,  he/she  will  be  able  to:  (a)  be  familiar  with  the  prognosis  of  cholelithiasis  and  the  success  of  its 
treatment;  (b)  call  attention  to  the  three  principal  causes  of  mortality  following  cholecystectomy;  and  (c)  be  familiar  with  expected 
complications  of  cholecystectomy. 


One  hour  of  continuing  medical  education  credit  (AMA  Category  I)  is  offered  to  those  who  read  the  article  carefully  and  answer  the 
questions.  You  are  invited  to  answer  the  questions  and  submit  them  with  the  information  requested.  Simply  (1)  check  the  correct 
answers;  (2)  enter  the  information  requested;  (3)  remove  this  page  from  the  journal;  (4)  prepare  a check  for  $3  (to  cover  administrative 
costs)  made  payable  to  the  University  of  Iowa;  and  (5)  mail  the  quiz  and  check  to  the  Iowa  Foundation  for  Medical  Care,  Colony  Park  Suite  500, 
3737  Woodland  Avenue,  West  Des  Moines,  Iowa  50265.  You  will  be  provided  a report  on  your  quiz  and  a confirmation  of  the  CME  credit. 


As  an  organization  accredited  for  continuing  medical  education  by  the  Accreditation  Council  for  Continuing  Medical  Education,  the 
University  of  Iowa  College  of  Medicine  designates  this  continuing  medical  education  activity  as  meeting  the  criteria  for  one  credit  hour 
in  Category  I for  education  materials  for  the  Physician's  Recognition  Award  of  the  American  Medical  Association  provided  it  has  been 
completed  according  to  the  instructions. 


PLEASE  ANSWER  THE  FOLLOWING  QUESTIONS  (choose  the  one  best  answer) 

1.  Which  one  of  the  following  statements  about  the  oral  cholecystogram  is  true? 

□ a.  The  false  positive  rate  for  oral  cholecystograms  is  10% 

□ b.  The  cholecystogram  is  95%  accurate  under  optimum  conditions 

□ c.  The  false  negative  rate  for  oral  cholecystograms  is  5% 

□ d.  Even  when  acute  symptoms  are  present  the  oral  cholecystogram  is  95%  accurate 

2.  Which  one  of  the  following  is  not  a n indication  for  prophylactic  cholecystectomy  for  asymptomatic 
gallstones? 

□ a.  Patients  who  are  over  60  years  of  age  and  live  alone 

□ b.  Patients  who  are  diabetic 

□ c.  Patients  with  a stone  larger  than  2 cm. 

□ d.  Patients  with  calcified  gallbladders 

3.  What  is  a reasonable  estimate  of  the  expected  rate  of  wound  infection  following  cholecystectomy? 

□ a.  1% 

□ b.  5% 

□ c.  10% 

□ d.  15% 


4.  What  is  the  major  variable  affecting  operative 

□ a.  Cardiovascular  disease 

□ b.  Diabetes 

□ c.  A stone  larger  than  2 cm. 

□ d.  Age  of  the  patient 

5.  The  3 principal  causes  of  mortality  related  to  cholecystectomy  in  Iowa  are: 

□ a.  Myocardial  infarct/cardiac  arrest,  pneumonia,  sepsis 

□ b.  Pneumonia,  sepsis,  postoperative  aspiration 

□ c.  Myocardial  infarct/cardiac  arrest,  pulmonary  embolus,  congestive  heart  failure 

□ d.  Renal  failure,  cerebrovascular  accident,  sepsis 

6.  Wound  dehiscence  occurring  after  cholecystectomy  can  be  partially  prevented  by  all  but  one  of  the 
following.  Select  the  one  measure  that  was  not  listed  as  a preventive  measure. 

□ a.  Use  of  a transverse  incision 

□ b.  Decreased  use  of  routine  IPPB  postoperatively 

□ c.  Use  of  prophylactic  antibiotics 

□ d.  Careful  attention  to  contaminated  wounds 

7.  This  study  of  cholecystectomies  in  Iowa  revealed  an  apparent  overutilization  in  which  one  of  the 
following  areas? 

□ a.  IPPB 

□ b.  Prophylactic  antibiotics 

□ c.  Blood  transfusions 

□ d.  Oral  cholecystograms 

8.  What  percentage  of  all  patients  with  gallstones  are  asymptomatic? 

□ a.  Less  than  10% 

□ b.  10  to  20% 

□ c.  30  to  50% 

□ d.  Over  50% 


mortality  for  cholecystectomy? 


PLEASE  DO  THE  FOLLOWING  IN  ORDER  TO  RECEIVE  CREDIT: 

1 . Be  sure  your  answers  are  indicated  in  the  boxes  provided. 

2.  Remove  this  page  from  the  JOURNAL. 

3.  Make  a check  for  $3  payable  to  the  University  of  Iowa  to  cover  administrative  costs. 

4.  Insert  the  information  requested  below. 

5.  Mail  this  page  and  check  to  Iowa  Foundation  for  Medical  Care,  Colony  Park  Suite  500,  3737 
Woodland  Avenue,  West  Des  Moines,  Iowa  50265. 
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QUESTIONS 

-ANSWERS 

HEINZ  S.  JACOBI,  M.D. 
Waterloo,  Iowa 


COMMENTS  ON 
CHOLECYSTECTOMY  STUDY 


The  following  observations  are  on  the  Iowa  study  of 
cholecystectomy  which  appears  in  this  issue.  They 
are  the  thoughts  and  opinions  of  Dr.  Jacobi,  who  is  in 
the  private  practice  of  general  surgery  in  Waterloo. 
Dr.  Jacobi  serves  currently  as  president  of  the  Iowa 
Academy  of  Surgery. 


Would  you  conclude  that  cholecystectomies 
are  generally  being  performed  in  Iowa  in 
appropriate  numbers? 

Comparison  of  Health  Service  data  systems 
figures  for  the  number  of  cholecystectomies  in 
Iowa  (4,430)  and  those  in  the  United  States 
(500,000  to  800,000),  with  the  population  fig- 
ures of  the  state  and  the  nation,  would  indicate 
less  surgery  being  done  in  the  state  on  the 
average  than  for  the  nation.  The  average  age  of 
our  Iowa  population  is  higher  than  the  average 
age  for  the  nation.  The  percentage  of  people 
over  65  undergoing  cholecystectomy  has  in- 
creased from  about  5%  to  about  30%  over  the 
last  30  years.  Operative  mortality  of  cholecys- 
tectomy increases  with  age  from  0.3%  in  pa- 
tients under  50  to  1.6%  in  patients  between  50 
and  64  and  to  4.9%  in  patients  over  65.  Surgery 
for  acute  cholecystitis  carries  a seven-fold  mor- 
tality over  chronic  cholecystitis.  Surgery  car- 
ried out  after  gallbladder  stones  have  passed 
into  the  common  duct  and  require  its  explora- 
tion increases  the  operative  mortality  ten-fold 
in  any  age  bracket.  It  seems  to  me,  therefore. 


that  while  the  cholecystectomies  performed  in 
Iowa  are  generally  in  appropriate  numbers,  it 
might  be  proper  to  take  a slightly  more  aggres- 
sive approach  to  elective  cholecystectomy  be- 
fore acute  inflammation,  age,  and/or  common 
duct  stones  increase  the  operative  mortality 
and  morbidity. 

What  comments  do  you  have  about  reducing 
the  number  of  preoperative  hospital  days  and 
also  the  reported  length  of  operating  time?  Do 
these  factors  have  much  impact  on  infection 
potential? 

Prolonged  preoperative  hospitalization  is  in- 
deed associated  with  infection  potential  both 
by  acquisition  of  resistant  hospital  bacteria  and 
as  an  indication  of  the  presence  of  other  prob- 
lems requiring  the  preoperative  hospitaliza- 
tion (diabetes,  cardiovascular  disease,  etc.) 
lowering  the  patient's  resistance  to  infection. 
The  length  of  operating  time  theoretically,  at 
least,  increases  the  exposure  to  airborne  bac- 
teria. But  on  the  other  hand,  short  cuts  such  as 
mass  ligatures,  poor  hemostasis,  and  rough 
tissue  handling  to  reduce  the  operating  time 
also  increase  the  infection  potential.  Biliary 
tract  surgery  should  not  be  considered  a clean 
surgery  like  a hernia  or  a thyroid,  nor  outright 
dirty  surgery  such  as  a fistula  or  an  abscess,  but 
like  urologic  surgery  — "potentially  dirty." 

Are  the  laboratory  and  diagnostic  findings,  as 
reported,  sufficient  to  justify  the  procedure? 

The  diagnostic  findings  as  reported  are 
probably  sufficient  to  justify  the  procedure. 
The  rapid  increase  in  the  use  of  sonography  in 
cases  of  non-visualized  oral  cholecystography, 
as  well  as  the  time  honored  repeat  oral  chole- 
cystogram  for  a non-visualization  to  prove  a 
non-functioning  gallbladder,  are  certainly  in- 
creasing the  accuracy  of  the  preoperative  di- 
agnoses. 

Do  the  wound  complication  findings  seem 
acceptable? 

The  number  of  variations  reported  in  the 
swelling  erythema  and  significant  wound 
drainage  within  48  hours  of  the  patient's  dis- 
charge seems  in  the  acceptable  range  keeping 
in  mind,  as  mentioned  before,  that  biliary  tract 
surgery  is  a potentially  dirty  field. 

(Please  turn  to  page  13) 
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GETTING 

THE 

LOWE-DOWN 

BERNIE  LOWE,  CLU,  RHU 


This  column  will  be  offered  frequently  to  help  Jour- 
nal readers  better  understand  current  financial  de- 
velopments which  have  implications  for  medical 
practice  and  for  personal  or  family  circumstances. 


WHAT  YOU  CAN  DO 
UNDER  NEW  IRA  RULES! 


This  is  the  first  year  employees  covered  by 
qualified  corporate  and  Keogh  plans  are 
eligible  to  establish  their  own  individual  IRA 
accounts.  The  obvious  advantages  are  the 
opportunity  to  sock  away  between  $2,000  and 
$4,000  (depending  on  certain  factors)  of  before- 
tax money  annually  and  watch  it  grow  without 
any  current  income  taxation  whatsoever.  The 
accumulation  of  retirement  savings  with  an 
IRA  is  dramatically  superior  to  a similar  invest- 
ment where  after-tax  investment  dollars  are 
subject  to  interest  income  taxation. 

For  example,  a 40-year-old  physician  con- 
tributing $2,000  annually  in  a 50%  income  tax 
bracket  and  earning  9%  would  have  $184,648 
at  age  65  versus  only  $46,571  if  he  didn't  have 
an  IRA. 

These  questions  and  answers  will  help  clar- 
ify the  new  rules  and  their  possible  application 
to  your  retirement  planning: 

Who  may  have  an  IRA? 

Anyone  working  (part-time  or  full-time)  that 
has  “earned"  income.  This  includes  working 
children  and  spouses. 


How  much  can  I deposit  annually  on  a tax- 
deductible  basis? 

Individuals  — $2,000;  individuals  with  non- 
working spouses  — $2,250;  individuals  with 
working  spouses  — $4,000  (2  IRA's).  100%  of 
the  earned  income  may  be  deducted;  old  tax 
law  limited  the  contribution  to  the  lesser  of 
15%  or  $1,500. 

Will  the  government  call  it  discriminatory  if 
only  salaried  and  other  high  paid  employees 
participate  in  the  sponsored  plan? 

No.  Participation  is  voluntary  for  all  wage 
earners,  regardless  of  personal  income  tax 
bracket. 

Is  there  a financial  advantage  to  the  partici- 
pant under  the  employer  sponsored  IRA  plan? 

Yes.  Employees  have  an  immediate  reduction 
in  their  income  taxes,  as  employers  are  not 
required  to  withhold  federal  income  taxes  on 
payroll  deductions  for  deductible  voluntary 
contributions  to  a plan  if  the  employer  can 
reasonably  expect  the  employee  to  be  able  to 
deduct  them. 

Can  you  switch  from  one  IRA  to  another  with- 
in the  tax  year? 

You  can  close  an  IRA  and  transfer  the  funds 
to  a new  one  without  tax  or  penalty  once  a 
year,  as  long  as  the  transition  during  which 
you  hold  the  assets  isn't  longer  than  60  days. 

Are  there  prohibitive  investments  for  IRA 
accounts? 

Investments  in  stamps,  art,  gold,  jewelry 
and  other  collectibles  are  prohibited  for  future 
IRA  accounts. 

What  happens  to  the  IRA  account  when  the 
employee  dies? 

Federal  estate  taxes  are  avoided  if  the  money 
is  paid  out  on  a regular  basis  to  beneficiaries 
over  a period  lasting  at  least  36  months.  Under 
new  tax  law,  a lump  sum  IRA  account  could  be 
left  to  one's  spouse  in  the  form  of  an  unlimited 
marital  deduction  bequest. 

Can  I roll  over  previous  voluntary  employee 
contributions  made  to  my  employer's  plan 
into  a new  IRA  account? 

Yes,  a distribution  of  accumulated  deducti- 
ble employee  contributions  may  be  rolled  over 
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tax  free  to  an  IRA.  The  distribution  may  be 
partial  or  total. 

The  remaining  issues  are  probably  the  most 
important  in  your  decision  to  establish  an  IRA 
or  contribute  to  the  present  retirement  plan.  If 
your  employer  elects  to  amend  its  plan  to  allow 
contributions,  there  will  be  additional  time  and 
expense  involved  to  pay  for  this  flexibility  and 
record-keeping,  increased  costs  of  plan  admin- 
istration, additional  IRS  reporting  and  the 
strong  possibility  of  more  fiduciary  responsi- 
bility. Establishing  a payroll  deduction  plan 
will  simplify  procedures  and  communication 
to  the  employees  as  well  as  lower  the  cost  of 
administration.  The  other  advantages  of  a 
payroll  deduction  IRA  plan  include:  confiden- 
tiality of  the  account,  portability,  range  of  in- 


QUESTIONS/ANSWERS 

(Continued  from  page  11) 


Does  the  length  of  stay  for  this  procedure 
seem  realistic  for  good  patient  care  and  for 
corresponding  economy? 

The  29%  of  the  sample  showing  a hospital 
stay  of  more  than  10  days  after  cholecystec- 
tomy does  seem  high.  It  may  be  partly  due  to 
the  above  average  age  of  our  population  and 
partly  due  to  the  generally  conservative  atti- 
tude of  Iowa  surgeons  which  in  turn  may  re- 
sult in  more  patients  being  operated  upon  as 
emergencies  with  acute  cholecystitis,  rather 
than  elective  cases  for  chronic  cholecystitis  or 
even  “silent"  cholecystolithiasis.  I feel  that 
shortening  hospital  stays  should  be  striven  for 
on  the  basis  of  improved  patient  care  rather 
than  to  decrease  the  cost  of  medical  care  with- 
out regard  to  quality. 

What  general  conclusions  would  you  have 
from  reading  this  Foundation  study  based  on 
information  from  60  Iowa  hospitals? 

This  study  on  the  evaluation  of  care  in  Iowa 
for  cholecystectomies  is  based  on  voluntary 
participation  of  less  than  half  of  the  state's  hos- 
pitals and  includes  less  than  45%  of  the  total 
number  of  cholecystectomies  done  in  that 


vestment  alternatives  available,  additional 
guarantees  available,  and  the  immediate  de- 
duction of  no  federal  income  tax  withheld. 

Lastly,  the  decision  of  where  not  to  invest 
your  IRA  is  as  pertinent  as  where  to  put  it. 
Business  Week  (9/14/81)  lists  investments  to 
avoid  — and  why.  Among  the  investments 
that  cannot  be  used  are  municipal  bonds,  all- 
savers certificates,  collectibles  and  margined 
stock  accounts.  The  Prouty  Company  expects 
interest  in  no-load  annuities,  mutual  funds, 
variable  annuities  wrapped  around  money- 
market  funds,  and  real  estate  limited  part- 
nerships. Whatever  your  choice,  the  flexibility 
of  re-investing  in  our  volatile,  changing  market- 
place will  probably  be  paramount  in  your 
selection. 


year.  This  does  leave  one  wondering  whether 
hospitals  not  participating  were  less  proud  of 
their  results  than  those  who  did  participate. 
Therefore,  conclusions  from  this  study  should 
not  be  extrapolated  for  the  other  72  hospitals 
and  the  other  2,577  cholecystectomies  carried 
out  in  the  state  during  the  same  year.  Further- 
more, a breakdown  of  cases  as  to  acute  versus 
chronic  cholecystitis,  with  or  without  common 
duct  exploration,  the  number  of  cholecystosto- 
mies,  the  number  of  choledochostomies,  and 
the  number  of  patients  having  cholangitis,  and 
those  having  concomitant  pancreatitis,  might 
be  instructive.  Seven  hundred  and  twenty-six 
cholangiograms  for  1,853  cholecystectomies 
seems  to  me  to  be  on  the  low  side  depending, 
of  course,  on  how  many  of  these  were  opera- 
tive cholangiograms  to  rule  out  the  need  for 
common  duct  exploration  versus  T-tube  cho- 
langiograms carried  out  after  exploration  of  the 
ducts.  This  study  also  fails  to  indicate  how 
many  of  the  cholecystectomies  were  incidental 
to  other  operations,  such  as  gastric  and 
duodenal  ulcers,  carcinomas  of  the  colon,  and 
operations  for  morbid  obesity  (the  latter  cer- 
tainly carries  an  increased  risk  of  cholecysto- 
lithiasis). In  conclusion  I would  suggest  that  it 
might  have  been  appropriate  for  at  least  one 
general  surgeon  to  have  participated  with  the 
group  of  excellent  family  physicians,  inter- 
nists, and  urologists  who  carried  out  this 
worthwhile  project. 
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MEET  THE  SMILE 
BEHIND  THE  VOICE! 

Blue  Cross  and  Blue  Shield  of  Iowa's  Provider  Service  staff  have  more 
than  just  a casual  interest  in  your  claim  status  and  reimbursement 
questions.  Service  is  their  job. 

Since  the  telephone  isn't  always  the  best  way  to  communicate,  our  staff 
adds  the  professional  courtesy  you  expect  to  our  commitment  to  prompt 
service. 

We  don't  think  the  old  cliche  “Service  with  a smile"  is  so  old- 
fashioned. 


Call  our  Des  Moines  office  245-4688 
or  toll  free  1/800/362-2218 


Blue  Cross 
Blue  Shield 

of  Iowa 


A View  of  Medical  Care 
In  China 


LYDIA  CAROS,  D.O. 
Rochester,  Minnesota 


In  the  late  spring  of  1981  I participated  in  a 
3-week  pediatric  clinical  study  tour  in  the 
People's  Republic  of  China.  This  was  a pro- 
gram of  the  University  of  New  Mexico  School 
of  Medicine  in  cooperation  with  the  Beijing 
Medical  College  and  the  Chinese  Medical 
Association.  The  American  pediatricians  came 
from  all  over  the  country;  many  were  medical 
school  faculty.  I was  the  only  resident;  just 
completing  my  first  year  at  Raymond  Blank 
Memorial  Children's  Hospital  in  Des  Moines, 
Iowa. 

In  China  we  visited  hospitals,  clinics,  medic- 
al schools,  rural  communes  and  urban  residen- 
tial areas.  We  met  various  health  workers  and 
their  families,  including  barefoot  doctors,  tra- 
ditional therapists  and  medical  school  profes- 
sors. We  shared  our  concepts  of  child  health 
and  we  began  to  understand  the  impact  of 
changes  in  Chinese  society  on  the  health  and 
welfare  of  children  and  families.  We  also  had  a 
chance  to  examine  in  more  detail  the  structure 
and  operation  of  health  care  in  the  PRC. 

The  trip  covered  5 cities:  Beijing,  Shanghai, 
Hangzhou,  Gangzhou  and  Hong  Kong.  In 
each  city  there  was  at  least  one  full  day  in 

Dr.  Caros  was  a pediatric  resident  at  Raymond  Blank  Memorial  Chil- 
dren's Hospital  in  Des  Moines,  Iowa,  when  this  travel  experience  oc- 
curred. She  is  now  pursuing  her  residency  at  The  Mayo  Clinic. 


We  can  learn  from  each  other.  Our  scientific  technology 
for  their  sense  of  responsibility  to  the  whole  of  society. 
So  says  the  author,  a pediatric  resident,  after  a 1981 
visit  to  China. 


conferences.  We  met  Chinese  pediatricians  in 
an  informal  (but  very  proper)  setting  with  tea 
poured  and  repoured  as  we  presented  topics 
and  asked  each  other  questions.  We  compared 
practices,  research  and  problems  endemic  to 
our  separate  countries  and  cultures. 

Our  medical  director.  Dr.  Robert  Green- 
burg,  was  the  perfect  ambassador.  He  opened 
the  first  conference  (in  Beijing)  with  a lecture 
on  "The  Unmet  Health  Care  Needs  of  Children 
in  the  United  States."  His  comments  were 
based  on  a select  panel  study  he  participated  in 
under  Congressional  auspices.1  The  report  fo- 
cused on  the  effect  of  socioeconomic  and  racial 
differences  on  health  indices.  He  noted  that 
16%  of  all  U.S.  children  live  in  poverty,  and 
that  the  health  status  of  these  children  is  dem- 
onstrably poorer.  Children  of  low-income 
families  are  less  likely  to  have  a regular  source 
of  medical  care,  and  are  more  likely  to  be  hos- 
pitalized. Racial  factors,  single  parent  families 
and  unmarried  mothers  all  clearly  showed  a 
significant  difference  in  the  health  of  children 
living  in  those  categories.  Dr.  Greenburg  char- 
acterized the  United  States  as  having  the  abil- 
ity to  care  for  children  with  difficult  disease  in 
extraordinary  fashion  — but  ordinary  care  is 
inadequate  for  the  whole. 

By  first  discussing  our  own  problems,  open- 
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ly,  Greenburg  facilitated  a comparative  consid- 
eration of  similar  problems  in  China.  Everyone 
was  smiling,  congenial.  The  Americans  were 
expectant  and  eager.  We  were  all  a bit  deflated 
initially  to  find  the  Chinese  could  not  compare 
our  situation  to  theirs  at  all.  Like  adding 
oranges  and  apples.  The  chief  of  pediatrics  at 
Beijing  Medical  College  responded  quietly  by 
saying,  “the  Chinese  people  receive  equal 
quality  of  care  for  all,  no  matter  where  they 
live."  The  major  problem,  she  said,  “is  lack  of 
technology."  And  we  learned,  over  and  over, 
that  for  the  most  part,  she  was  right. 

UNIQUELY  SUITED  SYSTEM 

Despite  vast  numbers  and  extremely  limited 
financial  resources,  the  present  Chinese  health 
care  organization  appears  uniquely  suited  to 
the  needs  of  a large  rural  developing  country 
(80%  of  Chinese  live  in  the  countryside).  And 
more  surprising,  it  is  being  achieved  primarily 
by  the  participation  of  the  people  themselves, 
by  the  development  of  new  health-worker 
roles,  and  through  the  overall  political  and  eco- 
nomic decisions. 

Our  medical  meetings  were  generally  in- 
formative, but  frustrating.  The  lectures  had  to 
be  translated  and  the  pause  between  questions 
and  answers  was  sometimes  difficult.  We 
asked  many  statistical  questions  and  received 
few  statistical  answers.  Research  has  not  yet 
been  extensive  enough  in  China  to  produce 
much  statistical  data.  And  with  closure  of 
many  medical  schools  during  the  Cultural  Rev- 
olution (1966-71)  the  statistical  process  has 
slowed  even  more. 

But  aside  from  these  problems  we  were  able 
to  compare  standard  clinical  practices.  We 
learned  they  treat  febrile  seizures  as  we  do 
(and  it's  a controversy  there,  too);  that  they  do 
not  use  antibiotics  for  otitis  media;  that  asthma 
is  uncommon;  and  that  they  see  many  children 
with  hyperactivity  (and  use  a lot  of  Ritalin). 
The  Chinese  patiently  tried  to  answer  our  bar- 
rage of  questions  and  were  gracious  every- 
where we  went. 

HOSPITAL  ROUNDS 

We  made  hospital  rounds  in  the  major  chil- 
dren's wards  in  each  city.  Pediatric  beds 
ranged  from  70  (in  Gangzhou)  to  320  (in  Hang- 
zhou). The  hospitals  were  reminiscent  of  old 
movies  and  novels  about  medicine  in  the  30's 


and  40's.  There  were  group  wards  with  white 
painted  iron  beds;  thick  rubber  IV  tubing  (re- 
sterilized) with  no  disposable  products  of  any 
kind.  All  the  staff  wore  white  surgical  caps  and 
long  white  lab  coats.  The  patients  were  like 
those  in  any  children's  ward.  There  were  chil- 
dren with  pneumonia,  ALL,  nephrotic  syn- 
drome, and  various  surgical  cases  (ortho,  GI, 
cardiac  and  neuro). 

The  medical  libraries  associated  with  these 
hospitals  were  completely  filled  with  medical 
students  and  were  absolutely  quiet.  All  pedi- 
atric journals  I have  ever  seen  in  the  U.S.  were 
represented,  along  with  the  pediatric  texts  of 
Nelson  and  Rudolph  and,  of  course,  Chinese 
medical  texts.  Journals  from  all  over  the  world 
are  translated  by  the  Chinese  Medical  Associa- 
tion. 

It  is  notable  that  we  saw  very  little  in  neona- 
tal intensive  care  facilities.  The  birth  rate  of  low 
weight  infants  has  decreased  significantly  in 
China.  They  could  not  explain  why,  but  they 
did  mention  the  economy  could  not  afford 
NICU  facilities  similar  to  the  U.S.  They  indi- 
cated trying  to  prevent  low  birth  weight  infants 
from  being  born  — with  improved  prenatal 
care  and  family  planning.  The  slogan  is  “late, 
long,  and  few."  In  1951,  the  law  forbade  mar- 
riage before  18  years  for  females  and  20  for 
males.  Most  people  in  the  cities  wait  until  24-25 
years  while  those  in  the  country  often  marry 
around  23  years.  Couples  are  encouraged  to 
have  only  one  child.  The  government  will  give 
the  parents  a subsidy  for  that  child  until  he/she 
is  14  years  old.  There  are  bonuses  at  work  for 
the  parents,  and  there  are  good  day  care  facili- 
ties. If  a second  child  is  born,  there  is  no  sub- 
sidy. 

BIRTH  CONTROL 

Birth  control  products  and  procedures  of  all 
kinds  are  free  and  available  to  all  married  per- 
sons. Young  people  “seldom  have  sexual  con- 
tact." There  are  strict  laws  against  illegitamacy; 
both  parents  can  be  imprisoned.  Sex  is  singu- 
larly non-commercialized  and  promiscuity  is 
frowned  upon.  It  was  interesting  to  notice  the 
lack  of  seduction  in  Chinese  advertising.  (How 
can  they  expect  to  sell  merchandise  if  they 
don't  sprawl  a scantily  dressed  woman  on  it?) 

The  health  care  system  in  China  has,  for 
almost  30  years,  been  based  on  Mao's  directive 
to  “put  stress  on  the  rural  areas."2  He  empha- 
sized “putting  prevention  first"  and  integrat- 
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ing  health  work  with  mass  movements.  The 
result  is  Chinese  per  capita  income  that  is  in 
the  world's  bottom  third  even  though  the 
health  status,  birth  rate  and  mortality  statistics 
resemble  those  of  the  wealthier  and  more  high- 
ly industrialized  U.S.  Food  supply  has  hardly 
increased  in  two  decades  but  stringent  ration- 
ing and  planned  distribution  have  allowed 
China  to  eliminate  hunger  and  ensure  2000 
cal/d  on  the  world's  third  largest  land  mass.3 

COMMUNICABLE  DISEASE 

It  is  well  known  that  the  Chinese  have 
accomplished  enormous  improvements  in 
communicable  disease  control  by  "mass  mo- 
bilization," public  education  and  auxiliary  per- 
sonnel training.  Millions  of  people  have  been 
mobilized  to  fight  off  such  things  as  flies,  mos- 
quitoes, bedbugs  and  rats  to  eradicate  schisto- 
somiasis. They  are  masterful  at  organizing 
education  projects  for  better  sanitation,  pollu- 
tion control  and  personal  hygiene.  Their  1950 
campaign  to  eradicate  VD  was  regarded  as  suc- 
cessful by  1966.  In  1975  visitors  were  told  the 
medical  school  curriculum  no  longer  taught 
about  VD  because  there  were  no  cases  to 
show.4 

MANPOWER  AND  FACILITIES 

In  1950  there  were  3,000  hospitals  and  9,000 
physicians.  In  1977  there  were  64,000  hospitals 
and  250,000  physicians.  For  every  100,000 
population  there  are  35  fully  trained  doctors, 
45  intermediate  level  doctors  and  200  barefoot 
doctors.5 

The  term  "barefoot  doctor"  apparently  orig- 
inated in  1958  in  south  China  where  peasants 
are  barefoot  during  the  planting  of  the  rice 
paddies.6  Young  farmers  are  chosen  by  their 
fellow  commune  members  for  3 to  6 months  of 
training  in  general  medical  knowledge  and 
techniques.  They  are  taught  to  diagnose  and 
treat  20-30  kinds  of  common  disease.  Refresher 
courses  are  available  at  various  intervals,  but 
the  frequency  of  these  seemed  to  be  irregular. 
The  barefoot  doctor's  primary  emphasis  is  pre- 
vention and  it  is  his/her  responsibility  to  teach 
sanitation,  eliminate  pests,  report  infectious 
disease,  give  vaccines,  deliver  babies,  give  first 
aid  and  encourage  family  planning.  Serious 
illnesses  are  transported  by  car  (no  helicopter) 
to  larger  medical  centers  in  the  area. 

The  cities  have  numerous  neighborhood 
health  stations  as  well  as  medical  facilities  in  all 
of  the  factories.  There  is  comprehensive  and 


specialized  care  in  hospitals  and  institutes. 
Flospitals  are  owned  and  operated  indepen- 
dently by  agricultural  cooperative  provincial 
and  local  governments.  All  government  office 
workers,  factory  workers  and  students  have 
free  care.  Most  agricultural  laborers  pay  an 
annual  membership  fee  for  health  care,  and  an 
equal  or  larger  amount  is  paid  from  a collective 
accumulation  fund  of  the  production  teams. 
The  peasants  get  free  medical  care  in  the  coop- 
erative health  stations  (although  several  com- 
munes charge  visit  fees  to  reduce  over  utiliza- 
tion). 

Recently  there  has  been  a new  focus  on  in- 
creasing the  growth  of  the  economy  50%  faster 
than  in  the  last  25  years.  There  are  signs  of  a 
shift  from  total  concern  for  primary  care  to  a 
greater  concern  for  the  acquisition  of  the  most 
advanced  skills  of  modern  medicine.  There  are 
worries  that  this  will  divert  attention  from 
needs  in  rural  areas.7  Developments  in  the 
next  decade  will  involve  a struggle  between 
these  priority  differences.  Hopefully  some  bal- 
ance between  the  two  can  be  achieved. 

SUMMARY 

My  time  in  China  was  brief,  but  it  may  turn 
out  to  be  one  of  the  more  important  segments 
of  my  medical  training  and  development.  It 
was  very  helpful  to  compare  our  system  of 
health  care  with  theirs  and  see  our  various 
strengths  and  weaknesses.  It  was  humbling  to 
realize  that  China  has  provided  for  the  basic 
needs  of  its  one  billion  people  while  the  U.S., 
with  all  our  wealth  and  power,  has  been  un- 
able to  provide  as  broadly  for  our  own  people. 
The  U.S.  and  China  have  much  to  offer  one 
another.  I hope  that  in  return  for  our  technolo- 
gy and  scientific  advances  the  Chinese  people 
can  help  us  to  (1)  focus  more  on  working  for 
the  common  good  in  our  country,  and  (2)  to 
seek  a greater  sense  of  responsibility  for  the 
whole  of  society.  Organizing  and  working 
together  efficiently  for  the  common  purpose  of 
health  for  all  citizens  is  a goal  to  which  every 
country  can  aspire. 

Special  thanks  to  the  Iowa  Medical  Founda- 
tion for  its  generous  support  of  this  special 
study,  and  to  the  pediatric  faculty,  staff  and 
fellow  residents  at  Blank  Memorial  Children's 
Hospital  for  making  the  trip  possible. 
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THINGS  YOU  SHOULD  KNOW 


LAWMAKERS  RETURN  Money  woes  will  bedevil  Iowa  legislators  as  they 

return  for  the  election  year  session  of  the  Gen- 
eral Assembly  beginning  January  11.  Fiscal  curtailments  could  hit  hard  on  important 
funding  for  Medicaid,  medical  education  and  other  health  activity. 


IMS  LEGISLATIVE  COMMITTEE  MEETS  Actions  of  the  1981  House  of  Delegates  dealing 

with  legislation  were  analyzed  December  2 by 
the  IMS  Legislative  Committee.  1982  Society  efforts  will  target  on  keeping  practice 
acts  of  limited  health  care  practitioners  intact;  effort  will  also  be  made  to  pre- 
clude mandating  specific  insurance  benefits  by  law.  Support  will  go  to  maintain  Iowa 
Medicaid  at  present  curtailed  provider  benefit  levels. 

BME  APPOINTEE  Richard  L.  Carruthers,  D.O. , of  Walcott  (near 

Davenport),  has  been  named  by  Governor  Ray  to 
the  State  Board  of  Medical  Examiners.  This  appointment  fills  an  extended  vacancy 
and  brings  the  BME  to  its  complement  of  nine. 


PROGRAM  FOR  DENTISTS  A program  of  help  for  troubled  Iowa  dentists  (sim- 

ilar to  the  IMS  APTP)  is  functioning  under  the 
name  Concerned  Iowa  Dentists  (CID).  This  is  a voluntary  and  confidential  program.  It 
is  called  to  the  attention  of  Iowa  physicians  should  a future  referral  be  desired. 

IMS/AETNA  LIABILITY  Annual  renewal  for  the  nearly  1,300  IMS/ Aetna  pro- 

fessional liability  insureds  occurs  2/1/82.  As 
reported  earlier,  rates  go  up  20%  this  year;  bear  in  mind,  however,  the  overall  five- 
year  rate  increase  is  only  23%  --  plus  in  that  time  over  $1  million  has  been  paid  in 
dividends. 


1982  SCIENTIFIC  SESSION  For  those  planning  ahead,  keep  in  mind  the  1982 

IMS  Scientific  Session  is  April  6,  7 and  8 in 
Iowa  City.  New  University  of  Iowa  President  James  Freedman  has  accepted  an  invitation 
to  speak  at  opening  ceremonies. 


NEWBORN  SCREENING  The  Iowa  Newborn  Screening  Program  ran  out  of  fed- 

eral dollars  January  1.  This  voluntary  project 
has  been  operative  for  about  a year.  A new  financing  plan  has  been  devised  by  INSP  of- 
ficials. It  is  based  on  a $12  cost  to  be  passed  by  hospitals  to  families  or  third- 
party  payers.  A split  of  the  charges  is  planned  to  cover  analyses  of  the  four  dis- 
eases plus  program/consultation  costs.  An  explanation  of  the  financing  plan  is  avail- 
able from  the  State  Birth  Defects  Institute  or  IMS  Headquarters. 


PRIVATE  REVIEW  At  the  close  of  the  year,  the  Iowa  Foundation  for 

Medical  Care  reports  having  contracts  to  do  pri- 
vate review  for  approximately  20  organizations.  Recent  additions  are  the  Travelers  and 
John  Hancock  insurance  companies  and  through  them  Rath,  Morrell  and  Bandag. 


STIMULATING  OUTPATIENT  CARE  Blue  Shield  has  initiated  recent  experimental  cov- 

erage programs  with  Pella  Rolscreen  and  Pioneer  Hi- 
Bred  which  include  deductibles  and  co-insurance,  and  which  additionally  provide  payment 
for  surgical  supplies  used  in  a physician's  office. 


HMO  APPROVAL  December  approval  was  given  by  the  Iowa  Health  Fa- 

cilities Council  to  the  Cedar  Valley  Health  Plan, 
an  HMO  to  serve  Waterloo-area  Deere  employees.  An  Individual  Practice  Association 
(IPA)  will  be  associated  with  the  HMO.  A monthly  fee  of  $48.66  per  person  has  been  re- 
ported for  the  new  HMO. 
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COMMENTING 

EDITORIALLY 

MARION  E.  ALBERTS,  M.D. 
SCIENTIFIC  EDITOR 


HAVE  A NICE  DAY 
& A HAPPY  NEW  YEAR 


Ring  out  the  old , ring  in  the  new, 
Ring  happy  bells,  across  the  snow. 
The  year  is  going,  let  him  go; 
Ring  out  the  false,  ring  in  the  true. 
— Tennyson,  "In  Memoriam" 


Many  have  written  about  the  advent  of  a 
new  year.  The  sages  look  back  upon  the 
years  past,  and  speculate  upon  the  year  ahead. 
Resolutions  are  proposed.  Hopes  and  desires 
are  expressed.  The  new  year  enters  as  innocent 
as  freshly  fallen  snow,  but  like  the  snow  it  soon 
becomes  a victim  to  the  tarnish  of  ensuing 


days.  Yet  we  have  visions  of  the  good  to  come 
and  attempt  to  be  optimistic  of  the  future.  If  we 
do  not  retain  hope  for  the  days  ahead,  our  lives 
become  empty  and  of  little  productivity. 

Frequently  we  hear  the  cry  that  “these  are 
troubled  times/'  yet  just  as  often  we  rise  above 
adversity  and  go  forth  victorious.  We  now  hear 
of  unemployment,  rising  prices,  a faltering 
economy  and  lack  of  public  funds  to  continue 
many  programs  backed  by  governmental 
agencies.  Certainly,  we  have  realities  to  face; 
our  patients  may  be  troubled  and  will  need  our 
help.  There  will  be  increasing  numbers  of  peo- 
ple who  may  not  have  the  funds  for  all  the 
things  to  which  they  have  become  accus- 
tomed. Full  medical  coverage  heretofore  pro- 
vided by  third  party  carriers  may  be  unavail- 
able to  some  because  of  unemployment,  and  in 
many  instances  governmental  programs  will 
diminish  in  their  support.  Yet  we  must  go  on 
providing  for  our  patients  as  we  did  before 
Medicare,  Medicaid  and  Blue  Shield. 

This  discussion  is  not  meant  to  be  a morbid 
tirade  on  the  sad  state  of  our  Union.  We  still 
have  the  greatest  society  of  all  the  world.  The 
gloom  set  forth  by  the  news  media  needs  to  be 
put  in  perspective.  We  are  on  the  top  — not  we 
professional  persons,  but  all  citizens  of  the 
United  States.  Our  future  is  brighter  than  the 
peoples  of  most  other  countries.  We  do  have  a 
right,  and  a responsibility,  to  be  optimistic 
about  the  future.  We  can  accept  some  failures 
with  our  successes.  Over  the  long  pull  we  will 
be  the  better  for  some  of  the  adversities  we 
experience.  We  end  with  those  favorite  greet- 
ings “Have  a nice  day!,"  “Have  a very  Happy 
New  Year!,"  “Good  health  to  you  and  your 
family."  — M.E.A. 


THE  RAMBUNCTIOUS  CAT 


F.  R.  Richmond,  M.D.,  Fort  Madison,  Iowa 
has  reported  an  interesting  and  most  unusual 
case  where  an  invalid  person  was  bitten  by  a 
cat  afflicted  with  rabies. 

The  66-year  old  patient  had  been  bedfast 
with  paralysis  agitans  for  three  months.  On 
March  26,  1981,  the  man's  grandchildren 
accidentally  let  a stray  cat  in  the  house.  The  cat 


leaped  on  the  patient's  bed  and  severely  bit  his 
nose,  almost  severing  it.  Dr.  Richmond  su- 
tured the  laceration. 

Fortunately,  the  cat  was  captured,  and  sub- 
sequent studies  confirmed  rabies.  The  patient 
was  treated  with  five  injections  of  Human  Dip- 
loid Cell.  The  nose  healed  well,  and  the  patient 
had  no  ill  effects  from  the  rabies  vaccine. 

Dr.  Richmond  is  89  years  old  and  has  prac- 
ticed medicine  for  60  years.  We  appreciate  his 
sharing  this  clinical  vignette  with  us.  — 
M.E.A. 
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DIRTY  HANDS 


A rather  strong  indictment  is  made  against 
physicians  in  a recent  issue  of  the  Neiv 
England  Journal  of  Medicine.*  Reported  on  are 
the  hand  washing  techniques  of  hospital  per- 
sonnel in  two  medical  intensive-care  units.  The 
compliance  with  hand  washing  recommenda- 
tions was  found  to  be  poor  in  this  unbiased 
assessment.  The  basic  principles  of  infection 
control  in  these  medical  intensive-care  units 
were  frequently  ignored,  particularly  by  physi- 
cians. Hospital  personnel  washed  their  hands 

* Albert,  R.  K.,  and  Condie,  F.:  Hand  washing  patterns  in  medical  intensive- 
care  units.  N.  Engl.  J.  Med.,  304:1465-1466,  1981. 


after  contact  with  patients  less  than  half  the 
time.  Physicians  were  among  the  worst  offen- 
ders. 

Our  habits  do  not  go  unnoticed.  For  exam- 
ple, in  my  office  practice  I have  made  it  a habit 
to  wash  my  hands  with  soap  and  water  before 
examining  each  patient.  Sometimes  I am  re- 
minded by  a small  child  I have  not  washed  my 
hands,  when  in  fact  I have  in  the  laboratory 
just  before  entering  the  examination  room.  If  a 
small  child  can  notice  such  a patient  courtesy, 
is  it  any  wonder  we  physicians  become  subject 
to  criticism  by  those  who  fully  realize  the  im- 
plications of  nosocomial  infections.  More 
education  is  needed  among  all  health  care  per- 
sonnel to  realize  their  role  in  preventing  infec- 
tion. 

By  the  way,  when  was  the  last  time  you 
washed  your  stethescope?  — M.E.A. 


A Point  of  View 


BIRTH  OF  A SMALL  TOWN  EMS 


Nora  Springs  is  a small  town  of  1,600.  We 
have  relied  on  a privately-owned  ambulance 
service  to  take  our  critical  cases  and  other 
emergencies  the  12  miles  to  the  nearest  hospit- 
al. The  ambulance  service  is  headquartered  in 
the  neighboring  town  so  at  times  it  seemed  we 
had  to  wait  hours  to  transport  a patient. 

Our  town  has  an  excellent  volunteer  fire  de- 
partment. The  thought  follows  naturally  if 
these  men  are  dedicated  to  helping,  why 
wouldn't  they  be  willing  to  form  an  ambulance 
corps  with  the  same  dedication? 

Where  would  the  funds  come  from?  How 
could  we  maintain  it?  Could  we  cover  in  24 
hour  shifts?  How  many  groups  could  we  form? 
We  started  to  find  the  answers  to  these  ques- 
tions. 

A variation  on  Murphy's  Law  began  to 
emerge:  Don't  believe  in  miracles,  rely  on  them ! 
We  became  aware  they  were  going  to  sell  the 
county  ambulance  or  do  something  with  it.  I 
decided  to  pursue  the  "do  something  with  it" 
comment. 


A contact  with  the  head  of  the  county  ambu- 
lance service  produced  an  agreement  that  we 
(the  community  of  Nora  Springs)  could  have 
the  ambulance  if  we  paid  the  insurance,  etc. 
We  had  an  ambulance! 

My  next  step  was  personnel.  We  had  to  sell 
the  volunteer  firemen  and  recruit  new  person- 
nel. The  younger  ones  were  interested.  They 
brought  their  friends.  We  now  had  the  ingre- 
dients — equipment  and  personnel. 

Training  came  next.  We,  with  donations  and 
some  paying  their  own  way,  sent  22  persons 
for  EMT  certification.  I took  the  advance  car- 
diac life  support  course  and  became  the  coordi- 
nator. We  were  soon  operational. 

Our  first  run  involved  a 54-year-old  diabetic 
who  arrested.  I was  most  gratified  when  I saw 
our  trained  people  bringing  this  person  around 
and  being  able  to  take  him  into  the  coronary 
care  unit. 

We  think  we  have  formed  a good  ambulance 
team  run  by  qualified  EMT's.  We  have  an  ac- 
tive community  education  campaign  to  cover 
emergency  situations.  We  have  taught  our 
citizens  how  to  gain  quick  access.  We  have 
placed  emphasis  on  farm  accidents. 

We  have  made  people  realize  the  impor- 
tance of  a community  emergency  service.  It 
has  made  quite  a difference.  — S.  Gonzalez, 
M.D.,  Nora  Springs,  Iowa. 
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OUR  MAN 
ON 

EDUCATION 

RICHARD  M.  CAPLAN,  M.D. 


TO  PRACTICE  HUMILITY 


There's  nothing  quite  like  sitting  beside  a 
small  lake,  with  abundant  trees  in  view, 
blue  sky  and  white  clouds  above,  sun  beating 
warmly  on  your  shoulders.  But  there  must  be 
quiet,  stillness.  The  noise  of  even  a single  en- 
gine is  as  ruinous  as  something  unpleasant  in 
the  proverbial  punch  bowl. 

Many  thoughts  float  through  one's  mind,  or 
maybe  none  at  all  for  awhile.  Even  that  sense 
of  mental  vacancy  contributes  to  the  mood. 
One  of  the  feelings  easy  to  develop  in  such  a 
setting,  and  too  rarely  elsewhere,  is  insignifi- 
cance. At  such  a time  the  capacity  for  awe 
grows.  The  reeds  in  the  water,  the  scurrying 
ant,  the  small  swishing  splash  of  a surfacing 
swimmer,  the  fragment  of  white  clam  shell 
beside  the  pellet  of  red  sandstone.  . . . 
Extolled  the  poet-artist  William  Blake: 


To  see  a World  in  a grain  of  Sand 
And  Heaven  in  a Wild  Flower, 

Hold  Infinity  in  the  palm  of  your  hand 
And  Eternity  in  an  hour. 

I suspect  physicians  too  seldom  feel  insig- 
nificant. Entitled  to  it  we  are,  but  the  circum- 
stances of  our  work  and  life  militate  against  it. 
Patients,  employees,  students,  family  — they 
do  what  we  say,  usually.  At  least,  so  frequent- 
ly do  we  issue  instructions.  And  if  such  a life  of 
affairs  is  busy,  and  of  course  it  is,  then  so  very 
often  do  we  belch  forth  decrees.  Such  activities 


Dr.  Caplan  is  Associate  Dean  for  Continuing  Medical  Education  at  The 
University  of  Iowa  College  of  Medicine. 


represent  the  continual  practice  of  authority, 
assertiveness,  power.  Humility  has  trouble 
flourishing  in  such  a climate.  In  some  lives  it 
can't  even  start  to  grow. 

But  what's  the  advantage  of  humility,  any- 
way? After  all,  if  one  spends  one's  entire  clini- 
cal and  personal  life  in  forward  high  gear,  with 
never  a neutral  or  reverse,  why  isn't  that  as 
good  as  or  better  than  a life  punctuated  by 
occasional  pauses?  Perhaps  there  are  many 
reasons  why  — among  others,  consider  con- 
trast, reinvigoration,  or  just  getting  acquainted 
with  oneself.  Perhaps  a reason  why  some  per- 
sons don't  like  to  be  alone  is  they  are  so  dull 
and  uninteresting  they  fatigue  of  their  own 
emptiness.  To  reflect,  to  react  with  sensitivity, 
to  ponder,  to  learn,  to  feel  new  experiences,  to 
practice  humility  — these  offer  what  we  need 
to  become  more  interesting.  To  read  the  words 
of  great  writers  and  thinkers  (or  re-read  them) 
or  to  live  vicariously  awhile  in  a fantasyland 
(Walden  Pond,  or  Through  The  Looking- 
Glass,  or  whatever)  makes  us  richer  in  spirit, 
more  alert  and  interesting  companions  to 
ourselves  as  well  as  to  others. 

Can  a person  who  is  aggressive,  driving, 
competitive,  achieving,  domineering, 
possibly  manifest  the  taking  of  time  and  the 
caring  that  is  absolutely  necessary  if  one  would 
encounter  those  experiences  that  might  yield 
the  perceptions  of  quiet  reflection,  self- 
discovery  and  communion  with  a sense  of 
something  beyond  the  range  of  work  and 
pressure  that  bounds  the  existence  of  too  many 
physicians?  In  periods  of  solitude  and  stillness, 
ideas  appear  — yes,  even  diagnoses.  The  brain 
seems  to  work  as  a storehouse  or  factory  for 
serendipity.  With  new  ideas,  fresh  insights, 
experience  broadened  both  directly  and  vicar- 
iously, we  become  more  interesting  to 
ourselves  and  others  and,  it  is  my  firm  asser- 
tion, more  effective  in  both  the  technical  and 
human-caring  aspects  of  our  workaday  re- 
sponsibilities. 

The  skill  — exercising  power  — and  its 
handmaiden,  arrogance,  require  practice  for 
their  full  flowering.  Medical  work  provides  un- 
usually rich  opportunities  for  such  practice. 
The  antidote,  awareness  of  personal  inadequa- 
cy, insignificance  and  mortality,  also  requires 
practice.  The  still  summer  lake,  at  once  beauty 
and  death's  prelude,  is  a superb  practice-field 
for  that  antidote. 
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DRUG  THERAPY  REVIEW 


UNIVERSITY  OF  IOWA 
HOSPITALS  AND  CLINICS 


REYNOLD  SPECTOR,  M.D.,  Editor 


IMMUNOPROPHYLAXIS 
OF  HEPATITIS  B 


EDITOR'S  NOTE  — Substantial  progress  has 
been  made  in  the  understanding  and  prevention  of 
viral  hepatitis.  Dr.  Lutwick  outlines  his  approach  to 
Hepatitis  B viral  infections  below.  In  a future  edition 
of  the  Journal,  Hepatitis  A viral  infections  will  be 
considered.  — Reynold  Spector,  M.D.,  Editor 


An  association  of  a long  incubation  type 
. liver  disease  with  the  administration  of 
blood  or  blood  products,  shared  needles,  and 
viral  vaccines  produced  using  human  sera  or 
lymph  was  made  by  a number  of  observers 
during  the  first  half  of  this  century.  This  ill- 
ness, occurring  about  60  to  180  days  after  expo- 
sure, became  known  as  homologous  serum 
jaundice  after  a description  of  an  outbreak  of 
icterus  following  the  use  of  human  convales- 
cent sera  to  protect  against  measles  infection  in 
1943.  The  term,  shortened  to  serum  hepatitis. 

This  information  for  Iowa  physicians  is  furnished  and  sponsored  by  the 
University  of  Iowa  Hospitals  and  Clinics. 


was  changed  in  the  1970s  to  hepatitis  B,  as  it  is 
known  today. 

Type  B hepatitis  is  an  infection  of  the  liver 
which  is  found  worldwide  and  can  be  spread 
from  person  to  person  as  described  above.  It 
may  also  transmit  with  close  (intimate)  person- 
al contact.  In  addition  to  causing  acute  hepati- 
tis either  icteric  or  anicteric,  hepatitis  B virus 
(HBV)  is  relatively  unique  among  human 
viruses  in  that  it  may  cause  a chronic  infection 
in  the  liver.  This  form  of  hepatitis  B may  be 
benign  and  self-limited  (chronic  persistent 
hepatitis)  or  destructive  and  progressive 
(chronic  active  hepatitis).  Chronic  active  hepa- 
titis B may  progress,  usually  over  a period  of 
decades,  to  postnecrotic  cirrhosis  and  is  associ- 
ated with  primary  hepatocellular  carcinoma. 
Thus,  the  morbidity  and  mortality  associated 
with  HBV  is  not  only  the  .5%  incidence  of 
fulminant  hepatitis  associated  with  acute 
hepatitis  B but  also  the  10%  incidence  of  chron- 
ic hepatitis  recognized  after  overt  hepatitis  B. 
Because  of  a number  of  different  factors,  sever- 
al population  groups  have  a higher  incidence 
of  past  or  present  evidence  of  hepatitis  B. 
These  include  hemophiliacs,  oral  surgeons, 
male  homosexuals,  parenteral  drug  addicts, 
and  individuals  from  Southeast  Asia  and  parts 
of  Africa.  In  addition  to  those  individuals  with 
biochemical  evidence  of  liver  disease  (elevated 
serum  aminotransferases)  associated  with 
hepatitis  B,  a large  reservoir  of  HBV  exists  in 
individuals  known  as  healthy  chronic  carriers. 
Their  blood  reveals  evidence  of  ongoing  virus 
replication  (see  below),  but  both  initially  and 
on  followup  evaluation  shows  no  evidence  of 
hepatic  inflammation  or  clinical  evidence  of 
liver  disease.  Most  of  these  healthy  carriers  (it 
is  estimated  that  as  many  as  200  million  of  the 
world's  population  are  carriers  of  one  sort  of 
HBV)  have  no  history  of  overt  hepatitis,  and 
presumably  have  had  subclinical  hepatitis  pre- 
viously. One-tenth  to  two-tenths  percent  of 
Americans  are  thought  to  be  carriers,  with 
many  of  them  discovered  only  fortuitously  on 
blood  donation.  Thus,  the  health  care  worker 
by  virtue  of  his  or  her  close  contact  with  high- 
risk  groups  is  constantly  in  danger,  through 
individual  needle  stick  or  otherwise,  of  expo- 
sure to  HBV  in  patients  who  may  or  may  not  be 
known  to  be  infected. 

The  diagnosis  of  hepatitis  B infection  is 
based  on  the  detection  of  excess  surface  coat 
protein  circulating  in  a noninfectious  form  in 
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the  blood.1  This  feature  of  HBV  is  unique 
among  human  viruses.  This  protein,  known  as 
hepatitis  B surface  antigen  (HBS  Ag),  was  origi- 
nally discovered  as  the  Australia  antigen  by 
Dr.  Baruch  Blumberg.  Blumberg's  discovery 
culminated  in  a Nobel  prize  in  1976.  HBS  Ag  is 
present  during  the  incubation  period  of  acute 
hepatitis  B and  in  self-limited  acute  disease. 
However,  HBS  Ag  remains  present  in  chronic 
infections.  It  remains  the  mainstay  of  diagno- 
sis. In  addition,  rising  titers  of  antibody  to 
hepatitis  B core  antigen  (anti-HBc)  and  anti- 
body to  hepatitis  B surface  antigen  (anti-HBs) 
can  be  useful  diagnostically.  Anti-HBC  begins 
to  rise  at  the  onset  of  hepatitis  while  anti-HBs 
only  becomes  detectable  after  HBS  Ag  is 
cleared. 

Prophylaxis  against  hepatitis  B can  be  di- 
vided into  two  major  areas  — passive  (admin- 
istration of  preformed  antibody)  and  active 
(immunization  with  an  antigen  to  stimulate  the 
production  of  antibody).  The  aim  of  both  ave- 
nues is  to  produce  in  the  host  the  protective 
antibody,  anti-HBs.  Classically,  it  had  been 
taught  that  standard  human  immune  serum 
globulin  (ISG)  did  not  protect  against  HBV  as  it 
did  against  the  hepatitis  A virus.  These 
observations  were  made  during  a time  when 
ISG  did  not  contain  significant  amounts  of 
anti-HBs.  ISG  produced  before  the  early  1970s 
was  made  from  pooled  plasma,  before  routine 
HBS  Ag  testing  of  donated  blood  was  available. 
Usually,  any  anti-HBs  in  the  pool  was  being 
complexed  with  HBS  Ag  and  purified  away 
from  the  gamma  globulin  fraction.  ISG  made 
since  1973  has  had  easily  detectable  levels  of 
anti-HBs.2 

A number  of  studies  have  been  performed  to 
assess  the  utility  of  high  titer  hepatitis  B im- 
mune globulin  (HBG)  as  prophylaxis  for  HBV. 
The  studies  have  assessed  HBG  in  the  setting 
of  needle  stick  exposures  from  an  HBS  Ag  posi- 
tive individual,  neonatal  exposures,  and  sex- 
ual partner  exposures.  Two  major  studies  have 
examined  the  efficacy  of  globulin  in  the 
accidental  needle  stick  situation,  a common 
intramural  hospital  occurrence.  Grady  and 
Lee's  multicenter  study3  published  in  1975 
seemed  to  show  that  HBG  was  no  more  effec- 
tive in  preventing  hepatitis  B than  a lower  titer 
globulin,  but  a delay  in  the  incubation  period 
was  noted.  The  second  study,  a VA  coopera- 
tive effort  published  in  the  same  year,  com- 
pared HBG  against  ISG  produced  in  1944  (hav- 


TABLE  I 

IMMUNOGLOBIN  PROPHYLAXIS  FOR  HEPATITIS  B 


I.  Household  Contacts 

1.  Sexual  contacts  of  acute  cases:  ISG1  or  HBG2  0.06  ml/kg 

2.  Other  contacts  of  acute  cases:  no  therapy  recommended 

3.  All  contacts  of  chronic  cases:  no  therapy  recommended3 

II.  Parenteral  Contacts  (needle  stick,  bite,  blood  on  open  cut  on  mucosa) 

1 . All  potential  contacts  in  high-risk  situations  should  be  routinely 
tested  for  HBS  Ag/anti-HBs.3 

2.  Contact  is  seronegative  at  exposure:  HBG2  0.06  ml/kg  as  soon  as 
possible  and  30  days.  Followup  for  efficacy. 

3.  Contact  is  of  unknown  serology  at  time  of  exposure:  ISG1  0.06  ml/kg 
as  soon  as  possible  after  serologies  drawn.  If  contact  seronegative, 
HBG  should  be  used  as  in  11-2. 

III.  Neonatal  Exposure 

1 . All  pregnant  females  in  high-risk  groups  should  be  screened  for  HBS 
Ag,  and  if  positive  for  HBe  Ag.4 

2.  Mother  with  HBV  during  gestation  with  recovery  and  anti-HBs  posi- 
tive at  parturition:  no  therapy. 

3.  Mother  with  acute  hepatitis  B in  third  trimester  or  HBe  Ag  + carrier: 
HBG  0.13  ml/kg  or  ISG1  0.5  ml/kg  for  the  newborn  infant  as  soon 
postpartum  as  possible  and  at  three  and  six  months  with  followup  for 
efficacy. 

IV.  Foodhandler  Hepatitis 

1 . No  prophylaxis  necessary  for  HBV 

Notes 

1 . If  using  ISG  for  HBV  contact,  the  lot  of  ISG  should  be  known  to  contain 
reasonable  amounts  of  anti-HBs. 

2.  If  Public  Health  Service  guidelines  change,  ISG  (containing  anti-HBs)  may 
be  a recommended  alternative  to  HBG  in  some  or  all  settings. 

3.  High-risk  individuals  should  be  considered  for  HBV  vaccine  when  avail- 
able. 

4.  HBe  Ag  seems  to  correlate  with  increased  infectivity. 


ing  no  detectable  anti-HBs  titer).  This  study4'  5 
concluded  that  less  overt  hepatitis  B disease 
occurred  in  the  HBG  group  (compared  to 
placebo),  but  considering  subclinical  disease 
(passive-active  protection)  the  groups  were 
equivalent.  Interestingly,  further  serological 
testing5  revealed  that  the  anti-HBs  negative 
ISG  contained  occult  amounts  of  HBS  Ag  and 
effectively  immunized  36%  of  the  recipients. 
Similar  data  is  available  for  neonatal  and  sexual 
partner  situations  in  which  the  clear  superior- 
ity of  HBG  over  other  products  is  not  available. 
It  appears,  therefore,  that  there  is  no  firm  evi- 
dence that  HBG  should  be  the  preferred  im- 
munoglobin  product  for  use  against  HBV. 

Despite  this,  the  Public  Health  Service 
Advisory  Committee  on  Immunization 
Practices6  recommends  HBG  for  needle  stick 
exposures.  Currently,  these  guidelines  are 
being  revised.  A major  factor  in  the  concern 
about  the  utility  of  HBG  is  its  cost  as  the  2-dose 
regimen:  about  $320  for  the  average  adult  as 
compared  to  about  $30  for  standard  ISG.  A 
(Please  turn  to  page  26) 
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rational  approach  to  immunoglobin  prophy- 
laxis is  shown  in  Table  I.  The  immunoglobin 
products  are  not  100%  efficacious,  in  addition, 
as  2 to  5%  of  those  treated  will  still  develop 
biochemical  hepatitis.4'  5 Furthermore,  no  dif- 
ference in  toxicity  occurs  between  HBG  and  its 
lower  titered  cousins  as  related  to  local  pain  at 
the  injection  site.  A theoretical  complication  of 
antigen-antibody  complex  disease,  if  the  HBG 
is  inadvertently  administered  to  an  already 
HBS  Ag  positive  individual,  appears  not  to  be  a 
reality.  Finally,  many  of  the  cases  of  hepatitis  B 
in  health  care  deliverers  occur  without  known 
previous  overt  exposure  so  that  globulin 
prophylaxis  would  not  have  been  used.  There- 
fore, not  only  is  immunoglobin  prophylaxis 
flawed  by  a lack  of  clarity  relating  to  which 
product  should  be  used,  postexposure 
prophylaxis  as  it  is  currently  practiced  will  not 
be  useful  for  those  individuals  with  an  unrec- 
ognized exposure. 

Because  of  these  shortcomings  in  passive 
protection,  increasing  interest  has  been  fo- 
cused toward  a vaccine  to  prevent  hepatitis  B. 
Soon  to  be  released  for  use  in  the  United  States, 
the  current  vaccine  (produced  by  Merck  Labor- 
atories) will  be  unique  among  available  vac- 
cines. This  biologic  is  produced  from  human 
chronic  HBS  Ag  carrier  plasma.  The  plasma  is 
treated  with  a series  of  precipitations  and  cen- 
trifugations to  produce  highly  purified  HBS 
Ag,  which  is  then  treated  with  formalin  to  in- 
activate any  theoretically  present  infectious 
virus  and  is  prepared  for  use  as  an  alum  pre- 
cipitate. All  detectable  protein  in  the  product  is 
accounted  for  by  HBS  Ag.  Although  at  this 
writing  the  official  indications  for  use  of  the 
vaccine  have  not  yet  been  formalized,  the 
product  will  probably  be  recommended  for  a 
number  of  high-risk  groups.  Among  these 
groups  will  most  likely  be  health  care  deliver- 
ers such  as  oral  surgeons,  dentists,  physicians, 
dental  hygienists,  laboratory  technicians 
working  directly  with  blood,  phlebotomists, 
and  workers  at  custodial  care  facilities  for  the 
retarded  such  as  the  Woodward  School.  Other 
groups  with  high  risk  of  hepatitis  B include 
hemodialysis  patients  and  staff,  patients  to  re- 
ceive multiple  blood  products  over  time  (i.e., 
hemophiliacs)  or  at  one  time  electively  (open 


heart  surgery),  parenteral  drug  addicts,  and 
male  homosexuals.  The  vaccine  will  be  recom- 
mended to  prevent  infections  with  all  antigenic 
subtypes  of  HBV  in  high-risk  groups  and  is  not 
indicated  for  the  prevention  of  any  non-B 
hepatitis.  The  vaccine  is  not  expected  to  be 
recommended  for  individuals  under  6 months 
of  age  at  this  time. 

A controlled  clinical  trial  of  this  vaccine  has 
been  performed  using  a population  of  male 
homosexuals  in  New  York  who  have  a very 
high  risk  of  HBV  acquisition.  This  study7  re- 
vealed a 92%  reduction  of  incidence  of  hepati- 
tis B in  the  vaccine  group  over  the  placebo- 
vaccinated  group.  The  vaccine  was  given  as  3 
inoculations  at  zero,  one,  and  6 months,  and 
96%  of  the  vaccinated,  previously  seronegative 
individuals  developed  anti-HBs  using  this  reg- 
imen. Further  followup8  of  these  individuals 
has  revealed  somewhat  waning  antibody 
levels  over  the  20-month  period  after  the  third 
inoculation.  It  is  unclear  when,  or  if,  further 
boosters  will  be  necessary.  Vaccine  trials  have 
been  done  in  hemodialysis  units  showing 
reasonable  efficacy  in  this  situation.9  In  addi- 
tion to  a high  degree  of  efficacy,  the  Szmuness 
report"  suggests  that  the  vaccine  is  very  well 
tolerated.  A large  part  of  the  side  effects  were 
related  to  local  soreness  at  the  injection  site; 
however,  rash,  nausea,  joint  pain,  fatigue,  and 
low-grade  fever  were  noted.  The  incidence  of 
all  side  effects  (24%)  was  reasonably  low  and 
well  tolerated  and  not  significantly  different 
from  the  placebo  group.  In  addition  to  lack  of 
data  on  duration  of  immunity,  several  draw- 
backs are  present  in  this  current  vaccine.  As 
already  noted,  it  is  produced  from  human  plas- 
ma so  that  extreme  precautions  must  be  taken 
to  insure  that  the  vaccine  is  free  from  other 
potentially  dangerous  viral  or  nucleic  acid  con- 
taminants. Each  vaccine  lot  goes  through  an 
extensive  in  vivo  safety  testing  protocol,  includ- 
ing chimpanzee  inoculations  prior  to  availabil- 
ity. In  addition,  the  complex  technology  used 
in  vaccine  production  as  well  as  the  safety  test- 
ing will  make  this  vaccine  relatively  expensive. 
The  3-dose  regimen  is  estimated  to  cost  $75  to 
$90. 


It  is  expected  that  this  vaccine  is  probably  an 
interim  one  since  a number  of  modified 
vaccines  are  being  developed.  Although  re- 
combinant DNA  bacterial  clones  have  been 
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manufactured  that  can  synthesize  HBS  Ag,  it  is 
likely  that  the  final  vaccine  will  be  a product  of 
even  more  basic  DNA  technology.  Now  that 
the  primary  nucleic  acid  sequence  coding  for 
HBS  Ag  is  known,  investigators1 2 3 4 5 6 7 8 9 10  use  computer 
technology  to  predict  the  hydrophilic  areas  on 
HBS  Ag  which  are  most  likely  to  be  external  in 
the  protein's  tertiary  structure.  Indeed,  small 
(20-40  amino  acid)  residues  synthesized  in  the 
laboratory  appear  to  be  antigenic  for  the  pro- 
duction of  anti-HBs  and  may  eventually  be 
used  as  a vaccine. 

Hepatitis  B continues  to  be  a significant 
problem  in  hospitals.  The  use  of  passive  im- 
munization with  gamma  globulin  is  a first  step 
in  the  protection  against  disease.  Since  many 
exposures  in  high-risk  individuals  are  ignored 
or  unrecognized,  this  postexposure  prophy- 
laxis is  not  ideal.  The  licensure  of  a unique  new 
vaccine  that  produces  immunity  to  hepatitis  B 
should  be  a significant  step  in  the  eradication 
of  this  virus  as  a health  hazard  to  hospitalized 
individuals  and  those  who  care  for  them.  The 
vaccine,  when  it  becomes  available,  should  be 
used  extensively  to  protect  such  high-risk 
groups.  — Larry  I.  Lutwick,  M.D.,  Assistant  Pro- 
fessor of  Medicine 
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DEAFNESS  — A COMMUNICATION 
DISABILITY 


Chapter  121  (designated  Chapter  601  I in 
Volume  III,  Code  of  Iowa,  1981),  Acts  of 
the  66th  General  Assembly,  became  law  in 
1975.  This  led  to  the  creation  of  Deaf  Services  of 
Iowa  (DSI),  a service  program  for  deaf  citizens. 
This  program  is  not  only  unique  to  Iowa  his- 
tory, but  also  novel  on  a national  level.  Iowa 
was  the  sixth  state  to  have  such  a government- 
supported  agency  in  the  area  of  deafness;  as  of 
1980,  there  were  15  such  state  programs.  These 
programs  are  situated  variously  in  the  different 
states'  governmental  structures  — in  Iowa,  DSI 
is  a part  of  the  State  Department  of  Health, 
Community  Health  Division. 

As  of  1980-81,  state  appropriations  support 
these  DSI  positions:  a director,  an  assistant 
director/interpreter-coordinator,  two  clerical 
staff,  and  three  sign  language  interpreters.  The 
sign  language  interpreter  positions  are  dis- 
persed into  3 main  regions  across  the  state  — 
Eastern,  Central  and  Western. 

The  basic  function  of  DSI  is  to  advocate, 
coordinate,  and  implement  state-wide  services 
for  all  deaf  Iowans  of  any  age  or  ability  by  1) 
assuring  that  health,  social,  mental  health,  per- 
sonal, legal  and  related  services  are  accessible; 
2)  establishing  and  maintaining  cooperative  re- 
lationships with  public  and  private  agencies 
and  organizations  to  help  them  in  making  their 
services  accessible  and  conveying  to  them  the 

This  information  on  public  health  matters  is  furnished  and  sponsored 
by  the  Iowa  State  Department  of  Health. 


nature  of  deaf  persons'  needs;  and  3)  planning 
and  implementing  specialized  programs  and/ 
or  legislation  which  will  provide  non-existing 
aid  to  deaf  persons.  Initial  focus  is  on  the  sign 
language  speaking  deaf  people  who  generally 
have  been  deaf  since  early  childhood  and  who 
face  the  most  difficult  assimilation  into  society 
because  communication  accessibility  is  limited 
or  nonexistent. 

Program  components  include:  1)  a Library 
On  Deafness  for  use  by  all  interested  citizens; 
2)  direct  sign  language  interpreter  services  to 
aid  communication  between  deaf  and  hearing 
persons  — usually  at  no  cost  to  either  party;  3) 
advocacy,  consultation,  and  referral  services  in 
any  situation  involving  deaf  persons;  4)  public 
speaking  on  deafness-related  topics  to  any  in- 
terested deaf  or  hearing  groups;  5)  coordina- 
tion, referral  and/or  teaching  of  sign  language 
classes;  6)  distribution  of  our  free  newsletter, 
"Sign  of  the  Times";  7)  direct  assistance  to  deaf 
persons  in  need;  8)  public  distribution  of  in- 
formation on  various  aspects  of  deafness;  9) 
assisting  with  necessary  legislation  to  better 
the  lives  of  deaf  Iowans;  and  10)  tabulating  the 
numbers  of  deaf  Iowans  (census  registry)  and 
collecting  descriptive  population  data. 

General  programmatic  input  is  provided  by 
a 7-member  Governor-appointed  advisory 
committee,  by  other  deaf  persons,  profession- 
als, advocates  and  volunteers.  The  goal  is  that 
such  interdisciplinary  and  collaborative  efforts 
will  bring  improved  services  to  deaf  citizens  in 
Iowa. 

MAJOR  DEAFNESS  FACTORS 

A program  such  as  DSI  spotlights  the  needs 
of  deaf  people  as  a disabled  minority  who,  in 
general,  are  continually  subjected  to  inequities 
of  opportunity  and  services.  To  understand 
this  specialized  service  program  and  the  deaf 
person's  need  for  greater  accessibility  to  all 
facets  of  life,  it  is  imperative  to  first  understand 
the  disability.  Hearing  impairment  is  common- 
ly a misunderstood  disability  because  it  pro- 
duces such  a wide  variance  of  individual  differ- 
ences. Hearing  impairment  does  indeed  make 
the  hearing  of  noise  or  sound  difficult  or  im- 
possible but  it  goes  beyond  that.  This  invisible 
handicap  can  distort  or  completely  sever  com- 
munication. This  is  the  crux  of  the  handicap 
because  communication  is  the  vital  link  among 
people  — through  communication  we  develop 
(Please  turn  to  page  31) 
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• over  40  years  of  experience  in  the  medical  liability  market 

• a commitment  to  maintain  market  stability 

• a single  reporting  endorsement  option  with  waiver  of  the  pre- 
mium in  the  event  of  death  or  disability 

• a premium  adjustment  plan 

• expert  loss  prevention  and  claims  handling  resources 

• the  Professional  Office  Package,  a truly  unique  product  that 
offers  property  coverage  as  well  as  office  and  professional 
liability  in  one  convenient,  easy-to-read  package  policy. 

And,  with  a newly  revised  professional  liability  policy,  your  policy  is  among 
the  broadest,  most  comprehensive  The  St.  Paul  has  ever  written. 

• it  contains  no  exclusions 

• the  reporting  endorsement  premium  has  been  eliminated  for 
doctors,  65  and  over,  who  have  retired  and  who  have  been 
insured  with  The  St.  Paul  for  five  consecutive  years  prior  to 
their  retirement 

• a large  deductible  program 

• many  extra  charges  eliminated  for  employed  physicians  and 
surgeons  as  well  as  extra  charges  for  technicians  and  treatments. 


St.  Paul  Fire  and  Marine  Insurance  Company,  Des  Moines  Service  Center, 
1025  Ashworth  Road,  West  Des  Moines,  Iowa  50265 


you. 


See  your  St.  Paul  agent  for  details. 


Properly  & Liability 
Insurance 
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relationships  with  family  and  others,  are  for- 
mally and  informally  educated,  and  maintain 
an  understanding  of  the  changing  world.  It 
should  help  to  discuss  briefly  3 factors  that 
bear  upon  the  communication  barrier  and  con- 
tribute to  individual  differences  among  the 
hearing  impaired  population:  1)  the  degree 
and  type  of  hearing  loss;  2)  the  age  of  onset  of 
deafness;  and  3)  the  educational  background  of 
deaf  persons. 

1.  The  degree  and  type  of  hearing  loss. 

Hearing  impairment,  like  most  disabilities, 
can  be  depicted  on  a continuum  ranging  from  a 
mild  loss  (hard  of  hearing)  to  a profound  loss 
(deaf).  A hard  of  hearing  person  has  a mild  hear- 
ing loss  and,  depending  on  the  loss  character- 
istics, can  usually  overcome  the  communica- 
tion barrier  by  aiding  the  hearing  he  or  she 
does  have  with  amplification,  lipreading,  and 
added  attentiveness.  A hard  of  hearing  person 
is  usually  able  to  discriminate  both  sound  and 
speech.  A deaf  person  has  a profound  hearing 
loss  with  little  or  no  residual  hearing.  Many 
deaf  persons  are  able  to  hear  and/or  discrimi- 
nate some  sounds;  most  cannot  hear  and/or 
discriminate  speech,  regardless  of  the  ampli- 
fication. Abilities  to  lipread  and  discriminate 
sounds  vary,  depending  1)  on  the  amount  of 
training  one  receives,  2)  on  the  amount  of  re- 
sidual hearing,  if  any,  one  has,  and  3)  whether 
amplification  benefits  the  residual  hearing  one 
might  possess. 

Deaf  people,  therefore,  have  many  more  dif- 
ficulties in  overcoming  the  sound  barrier  and 
the  communication  barrier  than  other  hearing 
impaired  persons.  The  deaf  person  has  an 
isolation  factor  that  must  be  recognized  since 
the  auditory  sense  is  dysfunctional  for  daily 
interaction.  If  the  majority  of  deaf  people  do 
not  receive  appreciable  amplification  from  a 
hearing  aid  for  discriminating  speech  or  some- 
times even  hearing  sound,  and  cannot  rely  ex- 
tensively on  lipreading  for  most  of  their  in- 
formation, then  hearing  the  slight  murmurings 
of  a voice  will  not  always  mean  a deaf  person 
understands  that  voice.  In  addition,  seeing  a 
mouth  form  phrases  without  the  accompani- 
ment of  sound  is  often-times  meaningless  un- 
less a deaf  person  watches  intently  within 
close  range  on  a one-to-one  basis  without 


much  distraction,  and  with  the  phrases  being 
common  and/or  within  a known  context.  Fast 
moving,  in-depth  discussions,  new  and  dif- 
ferent topics,  and  leisure  group  conversations 
which  are  seen  silently  rolling  off  various 
tongues  are  most  often  of  little  significance 
and/or  partially  or  completely  missed  by  most 
deaf  people.  When  approximately  50%  of  the 
phonemes  in  the  English  language  look  alike 
on  the  lips,  the  deaf  person  can  tire  easily  from 
endless  guesswork,  even  if  he  or  she  keeps  up 
with  some  of  the  fast-paced  verbal  exchange. 
Inconsistencies  may  arise  if  the  hearing  range 
differs  in  a person's  left  ear  or  right  ear,  or  if  a 
hearing  loss  varies  from  one  day  to  the  next, 
also  adding  to  the  confusion.  Regardless  of 
which  factors  are  involved  in  each  individual 
deaf  person's  type  of  hearing  loss,  it  is  usually 
difficult  for  hearing  people  to  be  sensitive  to 
this  invisible  disability.  It  should  be  made 
clear,  however,  that  the  degree  and  type  of 
hearing  loss  does  impede  the  communication 
process  in  many  diverse  ways  and  does  make  a 
significant  impact  on  the  deaf  person's  inclu- 
sion into  or  exclusion  from  the  world  of  talk, 
joking,  instruction,  verbal  sharing  and  every 
other  kind  of  spoken  utterance  which,  in  es- 
sence, comprise  the  world  of  communication. 

2.  The  age  of  onset. 

Another  important  distinction  must  be 
made  between  those  who  are  early-in-life 
deafened  and  those  who  are  later-in-life 
deafened.  All  too  often  this  distinction  is  com- 
pletely overlooked  and/or  misunderstood. 

A child  who  is  deafened  early-in-life: 

A.  May  be  born  deaf  with  the  result  that  the 
native  language  of  his  or  her  parents,  family 
and  community  is  never  heard.  Research  in 
child  development  indicates  that  spoken  and 
later  written  language  is  learned  by  "hearing" 
language.  A child  who  cannot  consistently 
hear  the  sounds  and  patterns  of  a language  will 
have  extreme  difficulty  in  speaking,  reading  or 
writing  that  language  as  a primary  language. 
That  is  why  few  congenitally  deafened  people 
master  the  English  language  in  our  American 
culture.  They  are  almost  like  foreigners  within 
their  own  country  and  American  Sign  Lan- 
guage, instead  of  English,  generally  has  be- 
come their  primary  language  if  they  reside  in 
the  United  States. 

B.  May  be  born  hearing,  but  become 
deafened  before  much  language  is  learned,  or 
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later  on  during  the  stage  of  development  when 
language  acquisition  becomes  refined  and  per- 
fected. Such  persons  may  have  a basic  English 
vocabulary,  but  have  difficulty  in  understand- 
ing deeper  meanings  of  more  advanced  words, 
phrases,  or  idiomatic  expressions  and  difficul- 
ty in  correctly  using  the  proper  verb  tenses 
and/or  grammatical  structure  of  the  language. 
This  often  results  in  the  deaf  person  under- 
standing some  but  not  all  of  what  is  being 
communicated  regardless  of  whether  it  is 
spoken  or  written. 

On  the  other  hand,  later-in-life  deafened  peo- 
ple lose  their  hearing  after  language  (in  its  var- 
ious forms  — speech,  reading,  and  writing) 
has  been  fully  developed  and  they  generally 
retain  full  usage  of  their  primary  language  (and 
any  others  learned)  except  in  one  form  — the 
listening  or  receptive  mode  of  speech.  This 
subgroup  continues  to  talk  for  themselves, 
write  as  fluently  as  they  did  before  deafened, 
and  are  avid  readers  of  the  printed  word;  for 
most  later-in-life  deafened  Americans,  English 
will  continue  to  be  their  primary  language 
whether  they  later  learn  and  use  sign  language 
or  not.  However,  the  difficulties  arise  when 
they  are  no  longer  able  to  hear  and  understand 
what  others  say  to  them  in  person,  on  the 
telephone,  television,  or  radio.  What  is  not 
written  is  often  unknown  to  them,  and  thus, 
later-in-life  deafened  people  are  also  some- 
what isolated  and  uninformed,  but  not  to  the 
extent  as  that  of  early-in-life  deafened  persons. 

3.  The  educational  background. 

Another  important  distinction  to  be  made 
that  correlates  with  the  degree  and  type  of 
hearing  loss  and  the  age  of  onset  of  deafness  is 
the  educational  background  of  deaf  persons  — 
informally  in  the  home  and  community  and 
formally  in  the  classroom.  As  stated  earlier,  the 
primary  language  of  most  early-in-life 
deafened  persons  in  the  United  States  is  not 
English,  but  American  Sign  Language  (ASL). 

ASL  is  the  fourth  most  commonly  used  lan- 
guage in  the  United  States.  ASL  is  predomi- 
nantly a manual  language  rather  than  a written 
or  spoken  language;  it  incorporates  the  use  of 
signs  and  fingerspelling  with  the  hands,  and 
specific  body  and  facial  movements.  It  is  unlike 
English  in  its  grammatical  structure  and  if  writ- 
ten, appears  to  be  poor  English.  Linguistic  re- 
search is  being  undertaken  in  various  language 
laboratories  to  further  analyze  the  components 
of  this  highly  complex,  visual  — gestural  lan- 


guage. Other  sign  language  derivatives  from 
ASL  that  many  deaf  children  have  been  learn- 
ing in  the  past  decade  (which  follow  English 
word  order  and  syntax  more  closely)  can  be 
generally  termed  Manual  Coded  English  or 
Signed  English  Systems. 

Until  recent  years  this  visual  means  of  ex- 
pression was  not  taught  or  used  in  the  home 
prior  to  the  deaf  child's  attendance  at  school  at 
around  the  age  of  five,  nor  reinforced  later  in 
the  home  as  the  child  grew.  That  is,  not  unless 
the  parents  in  the  home  were  deaf.  The  main 
reason  is  that  90%  of  the  parents  of  early-in-life 
deafened  children  are  hearing  parents,  usually 
with  neither  prior  knowledge  nor  experience 
with  deafness.  This  void  of  a communication 
experience  existing  among  most  parents  and 
families  in  the  majority  of  their  deaf  children's 
early  lives  is  significant  in  terms  of  hindering 
language  development  in  the  formative  years, 
and  makes  the  learning  of  English  as  a primary 
language  in  the  purest  sense  almost  impossible 
and  as  a secondary  language  even  difficult. 
This  is  reflected  in  the  poor  English  language 
usage  in  most  of  today's  early-in-life  deafened 
adult  population  — even  if  they  are  fluent  sign- 
ers. Often  signing  was  not  even  permitted  in 
the  early  years  of  a child's  schooling,  which 
delayed  again  the  development  and  usage  of 
any  language.  This  has  changed  dramatically 
in  the  past  decade  as  educators  of  deaf  children 
have  promoted  the  use  of  sign  language  begin- 
ning in  the  preschool  years  at  home  and  in 
school.  Perhaps  this  early  intervention  may 
change  the  characteristics  of  the  future  adult 
deaf  population,  but  the  fact  still  remains 
many  deaf  adults  today  experienced  these 
great  voids  in  language  learning  when  they 
were  children  and  thus,  many  experienced 
great  voids  in  subsequent  academic  learning. 

The  absence  of  communication  in  the 
younger  years  of  a child's  growth  not  only  can 
impede  language  development  and  academic 
learning,  but  also  can  hamper  or  delay  social 
skill  development  and  eliminate  or  distort 
general  knowledge  of  our  culture  that  is  usual- 
ly not  even  taught  in  the  classroom,  but  rather 
learned  by  overhearing  conversation,  family 
sharing  at  the  dinner  table,  exchange  among 
co-workers  on  the  job,  through  the  media,  and 
via  other  spoken  sources. 

Consideration  of  these  3 major  factors  that 
contribute  to  individual  differences  among  the 
hearing  impaired  population  has  ramifications 
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for  all,  hut  becomes  critical  in  the  study  of 
early-in-life  deafened  persons  in  particular. 
The  ability  to  speak,  read,  write  and  under- 
stand the  English  language  often  becomes  the 
"measuring-stick"  others  use  in  unofficially 
determining  a person's  I.Q.  or  abilities  and 
thus  determines  whether  certain  deaf  people 
will  be:  (1)  enrolled  in  schools  or  training  pro- 
grams, (2)  hired  for  a job  even  if  it  does  not 
require  communications  skills,  (3)  promoted  to 
a more  responsible  or  higher  paying  job,  (4) 
told  all  of  the  facts  involved  in  a problem,  or  (5) 
included  in  other  decisions  or  actions.  Tests 
required  by  employers  for  hiring  or  promotion 
end  up  testing  the  early-in-life  deafened  per- 
son's ability  to  decipher  English  grammar 
rather  than  actual  job  skill  or  knowledge.  Ser- 
vice agencies  or  employers  who  advertise  only 


on  television  or  radio  about  available  assist- 
ance or  job  openings  never  reach  deaf  people; 
written  information  regarding  such  may  not  be 
fully  understood  by  early-in-life  deafened  per- 
sons. Intake  forms  or  applications  may  pose 
additional  problems  in  understanding  the  En- 
glish sentence  structure  for  early-in-life 
deafened  persons.  These  are  only  a few  of  the 
myriad  of  possible  events  that  translate  direct- 
ly into  economic  consequences  for  many  deaf 
Iowans,  or  in  respect  to  community  services, 
leave  many  deaf  Iowans  unserved  or  under- 
served. 

RECENT  FEDERAL  LAWS 

Communication  hardships  encountered  by 
many  deaf  citizens  are  unique  to  this  disabled 

(Please  turn  to  page  34) 


November  1981  Morbidity  Report 


Disease 

Nov. 

1981 

Total 

1981 

to 

Date 

1980 

to 

Date 

Most  Nov.  Cases 
Reported  From 
These  Counties 

Amebiasis 

1 

19 

9 

Johnson 

Brucellosis 

3 

7 

6 

Cherokee,  Story, 

Chickenpox 

604 

7849 

8300 

Wapello 

Linn,  Polk,  Buena 

Cytomegalovirus 

2 

29 

25 

Vista 

Dubuque,  Johnson 

Eaton's  Agent 
infection 

12 

44 

18 

Marshall,  Polk,  Clinton 

Encephalitis,  viral 

6 

31 

34 

Cerro  Gordo,  Madison 

Erythema 

infectiosum 

7 

1169 

420 

Polk 

Pottawattamie, 

Gastroenteritis 

(GIV) 

1568 

15820 

17551 

Decatur,  Hardin 
Linn,  Polk,  Scott 

Giardiasis 

17 

127 

38 

Polk,  Linn,  Scott 

Hepatitis,  A 

10 

203 

180 

Polk,  Boone,  Clay 

Hepatitis,  B 

3 

84 

92 

Black  Hawk,  Johnson, 

type  unspecified 

3 

54 

72 

Linn 

Black  Hawk,  Muscatine 

Herpes  Simplex 

26 

235 

107 

Story 

Johnson,  Scott,  Linn 

Herpes  Zoster 

1 

8 

3 

Polk 

Histoplasmosis 

3 

15 

26 

Polk,  Dubuque 

Infectious 

mononucleosis 

41 

279 

342 

Linn,  Black  Hawk,  Scott 

Influenza, 

lab  confirmed 

0 

191 

110 

Influenza-like 
illness  (URI) 

4652 

59717 

59363 

Linn,  Polk,  Johnson 

Disease 

Nov. 

1981 

Total 

1981 

to 

Date 

1980 

to 

Date 

Most  Nov.  Cases 
Reported  From 
These  Counties 

Meningitis 

aseptic 

1 

71 

68 

Winneshiek 

bacterial 

11 

118 

115 

Linn,  Polk,  Sioux 

meningococcal 

1 

26 

13 

Scott 

Mumps 

7 

70 

54 

Linn,  Black  Hawk,  Polk 

Pertussis 

1 

7 

2 

Wapello 

Rabies  in  animals 

47 

825 

457 

Story,  Kossuth,  Butler 

Rheumatic  fever 

1 

9 

0 

Hardin 

Rubella 

(German  measles) 

0 

4 

9 

Measles 

0 

1 

20 

Salmonellosis 

22 

250 

171 

Linn,  Polk,  Scott 

Shigellosis 

3 

35 

52 

Clarke,  Johnson,  Sioux 

Tuberculosis 
total  ill 

9 

80 

86 

Black  Hawk,  Linn, 

bact.  pos. 

8 

53 

63 

Butler 

Black  Hawk,  Linn, 

Venereal  diseases: 
Gonorrhea 

437 

4834 

4591 

Butler 

Polk,  Linn,  Black  Hawk 

Syphilis 

0 

24 

23 

Laboratory  Virus  Diagnosis  Without  Specified  Clinical  Syndrome:  Guillian- 
Barre  Syndrome  — 1,  Marshall;  Legionnaire's  Disease  — 1,  Johnson,  1, 
Scott;  Scarlet  Fever  — 1 , Des  Moines,  3,  Polk,  1 , Pottawattamie;  Blastomy- 
cosis — 1 , Cerro  Gordo;  Ascariasis  — 1 , Clinton,  1 , Iowa;  Coccidiocomy- 
cosis  — 1,  Black  Hawk;  Echovirus  — 1,  Clinton,  1,  Jackson,  2,  Scott; 
Coxsackie — 1,  Polk;  Malaria,  1,  Polk;  Campylobacter — 1,  Bremer,  2, 
Cedar,  1,  Clark,  1,  Dallas,  5,  Dubuque,  1,  Hardin,  1,  Marion,  3,  Polk,  1, 
Webster,  1,  Woodbury;  Toxic  Shock  Syndrome,  1,  Cerro  Gordo,  2, 
Johnson. 
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group,  but  other  handicapped  citizens  also 
face  discrimination  in  their  daily  lives  with 
other  physical  or  attitudinal  barriers.  Federal 
and  state  programs,  laws  and  regulations  have 
been  initiated  and  enacted  to  lessen  the  bar- 
riers and  discrimination  that  disabled  citizens 
encounter.  In  brief,  the  following  Federal  laws 
serve  to  equalize  the  rights  of  handicapped 
citizens: 

1.  In  education,  Public  Law  94-142.  This 
Education  For  All  Handicapped  Children  Act, 
passed  by  Congress  in  1975,  mandates  a “free 
and  appropriate  education  in  the  least  restric- 
tive environment"  for  all  handicapped  chil- 
dren. The  date  for  implementation  and  com- 
pliance was  October  1,  1978. 

2.  In  employment,  Section  501  of  the  Reha- 
bilitation Act  of  1973.  This  law  protects  hand- 
icapped persons  from  discrimination  by  ensur- 
ing that  jobs  within  the  federal  government 
will  be  open  and  accessible  to  them  through 
affirmative  action.  This  involves  the  recruiting, 
hiring  and  promoting  of  qualified  handi- 
capped people. 

3.  In  the  area  of  physical  accessibility,  Section 
502  of  the  Rehabilitation  Act  of  1973.  This  law 
states  that  buildings  must  be  usable  by  hand- 
icapped people. 

4.  In  employment,  Section  503  of  the  Reha- 
bilitation Act  of  1973.  This  law  stipulates  that 
all  employers  who  receive  more  than  $2500 
from  federal  government  contracts  must  make 
outreach  efforts  to  hire  and  promote  qualified 
handicapped  workers. 

5.  In  employment,  education  and  public  ser- 
vices, Section  504  of  the  Rehabilitation  Act  of 
1973.  This  law  mandates  that  handicapped 
people  shall  not  be  discriminated  against 
under  programs  receiving  money  from  the 


federal  government.  This  applies  to  all  jobs, 
pre-school,  elementary,  high  school,  college, 
and  adult  education;  health  (including  hospi- 
tals), welfare  and  social  services  and  all  other 
public  services  (including  police  stations, 
courts,  etc.)  receiving  federal  dollars,  regard- 
less of  the  amount.  Section  504  assists  qualified 
people  in  obtaining  jobs  in  the  government  or 
private  sector  by  requiring  employers,  schools, 
and  services  to  make  reasonable  accommoda- 
tions (including  TDDs,  hand-control  levers, 
phone  amplifiers,  etc.)  for  employees  or 
clients,  and  to  also  provide  auxiliary  aids  (in- 
cluding readers,  interpreters,  notetakers  and 
other  services  that  help  handicapped  indi- 
viduals) for  disabled  participants  in  school  and 
service  programs.  Programs  that  do  not  com- 
ply may  have  their  federal  funds  withdrawn. 

New  programs,  laws  and  regulations  have 
been  crucial  in  providing  a legal-base  and  a 
knowledge-base  to  encourage  equal  opportu- 
nity for  disabled  people  and  to  stop  dis- 
crimination against  handicapped  citizens; 
however,  there  remain  many  inequities.  For 
deaf  people,  their  communication  handicap  is 
invisible  and  widely  misunderstood.  Most 
people  understand  physical  or  architectural 
barriers  that  wheelchair-bound  persons  en- 
counter, but  few  understand  the  communica- 
tion barrier  of  deaf  persons.  Until  employers, 
service  providers,  community  workers,  and 
others  understand  the  limitations  of  the  dis- 
ability of  deafness,  they  cannot  actively  focus 
on  the  abilities  of  the  people  so  afflicted  — and 
thus,  make  appropriate  and  meaningful  adap- 
tions so  that  deaf  people  can  contribute  fully  in 
the  mainstream  of  society.  Deaf  Services  of 
Iowa  is  available  to  assist  hearing  persons/ser- 
vices  make  the  necessary  adaptions  so  that 
deaf  people  can  have  freer  communication 
accessibility. 

In  1980,  Deaf  Services  of  Iowa  conducted  the 
first  state- wide  census  of  deaf  persons  in  Iowa 
history.  During  the  3-month  census  search, 
5,670  persons  were  identified  as  to  name  and 
address  as  Iowa  deaf  residents.  It  is  recognized 
this  is  not  a total  count  of  all  deaf  Iowans. 
According  to  the  figures  of  identified  deaf  per- 
sons, there  were  1,066  deaf  students;  2,296 
deaf  persons  residing  in  extended  care  facili- 
ties; 157  deaf-blind  persons  not  already  tabu- 
lated in  the  student  or  care  facility  counts,  and 
2,151  deaf  individuals  living  in  private  resi- 
(Please  turn  to  page  35) 
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NEWS/PRODUCTS, 
PROGRAMS,  ETC. 


Information  on  various  products,  programs,  etc.,  is 
received  regularly  by  the  ims  journal.  Here  are 
short  items  sifted  from  the  mail  by  the  Scientific 
Editor.  A reference  to  a specific  product  is  not  in- 
tended to  suggest  any  particular  endorsement.  Ad- 
ditional information  on  any  entry  may  be  obtained  by 
contacting  the  ims  journal. 

SOME  NEW  BOOKS 

HARPER'S  REVIEW  OF  BIOCHEMISTRY, 
1981,  18th  edition,  by  D.  W.  Marlin,  P.  A. 
Mayes  and  V.  W.  Rodwell.  Lange  Medical 
Publications,  Los  Altos,  California.  Price, 
$18.00. 

PHYSICIAN'S  DRUG  MANUAL,  1981,  Bio- 
medical Information  Corporation,  Doubleday 
& Co.  Inc.,  New  York.  Price,  $17.95. 

ANEURYSMAL  SUBARACHNOID  HEMOR- 
RHAGE (Report  of  the  Cooperative  Study), 
1981,  by  Adolph  L.  Sahs,  editor,  Urban  & 
Schwarzenberg  Medical  Publishers,  Baltimore, 
Maryland,  Price,  $32.50. 

CURRENT  SURGICAL  DIAGNOSIS  AND 
TREATMENT,  1981,  5th  edition,  by  J.  En- 
glebert  Dumphy  and  Lawrence  W.  Way. 
Lange  Medical  Publications,  Los  Altos,  Califor- 
nia. Price,  $25.00. 


STATE  DEPARTMENT/PUBLIC  HEALTH 

(Continued  from  page  34) 


dences  throughout  the  state. 

In  addition,  a survey  was  conducted  of  657 
deaf  adults  by  interviewers  using  sign  lan- 
guage who  went  to  the  persons'  homes.  Major 
areas  covered  in  the  survey  questionnaire  in- 


THE  COMPLETE  NEW  GUIDE  TO  PREPAR- 
ING BABY  FOODS,  1981,  by  Sue  Castle. 
Doubleday  & Co.  Inc.,  New  York.  Price  $13.95. 

CURRENT  MEDICAL  INFORMATION  AND 
TERMINOLOGY,  1981,  5th  edition,  by  Asher 
J.  Finkle,  American  Medical  Association, 
Order  Dept.  OP-337,  P.O.  Box  821,  Monroe, 
Wisconsin  53566.  Price,  $20.00  + $4.00  postage 
& handling. 

DRUG  ABUSE:  A GUIDE  FOR  THE  PRIMARY 
PHYSICIAN,  1981,  American  Medical  Associa- 
tion, Order  Dept.  OP-323,  P.O.  Box  821,  Mon- 
roe, Wisconsin  53566.  Price,  $15.00  + $2.00 
postage  & handling. 

GENERAL  UROLOGY,  1981,  10th  edition,  by 
Donald  R.  South.  Lange  Medical  Publishers, 
Los  Altos,  California.  Price,  $19.50. 

LIFELONG  SEXUAL  VIGOR:  HOW  TO 
AVOID  AND  OVERCOME  IMPOTENCE, 
1981,  by  Marvin  B.  Brooks.  Doubleday  & Co. 
Inc.,  New  York.  Price,  $12.95. 

CLINICAL  CARDIOLOGY,  1981,  3rd  edition, 
by  M.  Sokolow  and  M.  B.  Mcllroy,  Lange 
Medical  Publishers,  Los  Altos,  California. 
Price,  $21.50. 

REVIEW  OF  MEDICAL  PHYSIOLOGY  (Con- 
tinuation of  a well-established  series),  1981, 
10th  edition,  by  William  F.  Ganong.  Lange 
Medical  Publishers,  Los  Altos,  California. 
Price,  $17.00. 

THE  CHANGING  YEARS:  THE  MENO- 
PAUSE WITHOUT  FEAR  (An  insight  of  what 
it  is  all  about  for  the  middle-aged  patient), 
1981,  by  Madeline  Gray.  Doubleday  & Co. 
Inc.,  New  York.  Price,  $13.95. 


eluded:  population  description,  family  com- 
position, communication  methods,  consumer 
and  community  services,  education,  employ- 
ment and  aids  to  daily  living.  The  1980  Iowa 
Deaf  Census  and  Survey  Report  contains  approx- 
imately 200  pages  of  discussion  and  tabula- 
tions. A summary  version  of  the  larger  manu- 
script will  also  be  made  available.  Anyone  in- 
terested in  obtaining  a copy  of  this  report  can 
do  so  by  contacting  Deaf  Services  of  Iowa. 
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MILLARD  K.  MILLS 
AND  COMPANY 

specializing  in 

COMPLETE  PRACTICE  SURVEYS 
GROUP  PRACTICE  MANAGEMENT 
PERSONNEL  MANAGEMENT 


Millard  K.  Mills,  Pres. 
Charter  Member:  Institute  of 
Certified  Professional  Business 
Consultants.  31  yrs.  experience 


226  Alta  Vista  Avenue 
Waterloo,  Iowa  50703  233-7444 


WANT  TO  BUY 
RARE 

COIN  & STAMP 
COLLECTIONS 

— Write  — 

Everett  R.  H offer 
95  E.  Clark  St. 
Hiawatha,  Iowa  52233 

Appointments 

PHONE 

319/393-4264  or  319/848-4501 


ABOUT 

IOWA 

PHYSICIANS 


Dr.  John  W.  Eckstein,  dean  of  the  U.  of  I.  Col- 
lege of  Medicine,  recently  received  the  Amer- 
ican Heart  Association's  Gold  Heart  Award. 
. . . Dr.  Shirley  E.  Beshany  recently  opened  a 
solo  practice  of  cardiovascular  surgery  in  Des 
Moines.  Dr.  Beshany's  new  location  is  at  1026 
Fourth  Street  in  Des  Moines,  and  is  known  as 
the  Des  Moines  Heart  and  Surgery  Clinic,  P.C. 

. . . Dr.  Charles  Argo,  Oskaloosa,  was 
appointed  county  medical  examiner  at  a recent 
meeting  of  the  Mahaska  County  Board  of  Su- 
pervisors. . . . Dr.  Joseph  L.  Monahan,  Clin- 
ton, recently  completed  a course  in  laparos- 
copy at  the  University  of  Kansas  Medical  Cen- 
ter in  Kansas  City.  The  Scott  County  Medical 
Society  recently  observed  its  125th  anniversary 
at  a dinner  at  the  Blackhawk  Hotel  in  Daven- 
port. Principal  speaker  at  the  event  was  Dr. 
Hoyt  D.  Gardner,  past  president  of  the  Amer- 
ican Medical  Association.  Dr.  James  F.  Bishop, 
longtime  Davenport  physician,  reflected  on 
the  history  of  the  Scott  County  Medical  Socie- 
ty- 


Dr.  Ron  Miller,  Council  Bluffs,  Dr.  Mark  Tho- 
man,  Des  Moines,  and  Drs.  James  Coker,  C. 
Bainbridge,  and  Larry  Foster,  all  of  Sioux  City, 
were  program  participants  at  a summer  educa- 
tional conference  of  the  Iowa  Physician's 
Assistant  Society.  Dr.  Miller  spoke  on  "Hip 
and  Knee  Replacement  Arthroplasty,"  Dr. 
Thoman,  "Adult  and  Pediatric  Accidental 
Poisoning,"  Dr.  Coker,  "Common  Cardiac 
Arrhythmias,"  Dr.  Bainbridge,  "Acute  Pul- 
monary Edema,"  and  Dr.  Foster,  "Acute  Care 
of  Burns."  . . . The  Cherokee  City  Council  re- 
cently honored  Dr.  Don  Koser,  longtime  Cher- 
okee physician,  by  renaming  Spring  Lake 
Park,  the  Koser-Spring  Lake  Park.  Dr.  Koser 
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played  a major  role  in  transforming  the  area 
from  a gravel  pit  in  1940  into  one  of  Cherokee's 
most  popular  parks.  He  has  served  41  years  on 
the  Cherokee  Parks  and  Recreation  Commis- 
sion. . . . Dr.  Maurice  K.  Borklund  joined  the 
Leon  Clinic  in  November.  Dr.  Borklund  re- 
ceived the  M.D.  degree  at  Indiana  University 
College  of  Medicine;  interned  and  served  his 
surgery  residency  at  Kansas  City  General  Hos- 
pital in  Kansas  City,  Missouri.  Dr.  Borklund 
was  formerly  chief  of  surgery  at  Kay  Hospital 
in  Parsons,  Kansas.  . . . Dr.  Luke  Tan,  Water- 
loo, addressed  a recent  family  workshop  for 
the  asthmatic  child  at  Schoitz  Memorial  Hos- 
pital in  Waterloo.  . . . Dr.  Robert  Dunn, 
Keokuk,  participated  in  a recent  tutorial  on 
percutaneous  transluminal  angioplasty  at  Al- 
exandria Hospital  in  Washington,  D.C.  The 
tutorial  focused  on  current  methods  and  mate- 
rials for  T.A.  transluminal  angioplasty. 


Dr.  William  R.  Bliss,  Ames,  was  guest  speak- 
er at  a recent  meeting  of  the  Wright  County 


Medical  Society.  Dr.  Bliss  spoke  on  "Rising 
Health  Care  Costs."  . . . Dr.  Dale  Nystrom  has 
joined  Drs.  L.  J.  Willekes  and  R.  A.  Jonge- 
waard  in  family  practice  in  Sioux  City.  Dr.  Ny- 
strom received  the  M.D.  degree  at  the  Uni- 
versity of  Minnesota;  interned  at  Kalamazoo, 
Michigan  and  served  his  family  practice  res- 
idency in  Sioux  City.  . . . Drs.  John  L.  Bailey 
and  Aaron  P.  Randolph  recently  celebrated 
their  25th  year  of  providing  medical  service  in 
Anamosa.  Dr.  Bailey  received  the  M.D.  degree 
at  the  U.  of  I.  College  of  Medicine  and  interned 
at  Great  Lakes  Naval  Hospital  in  Great  Lakes, 
Illinois.  In  1956,  he  joined  Anamosa  Drs.  John 
D.  Paul  and  Gerald  F.  Brown.  Drs.  Bailey  and 
Brown  still  practice  together  at  the  Broadway 
Medical  Clinic.  Dr.  Randolph  received  the 
M.D.  degree  at  the  U.  of  I.  College  of  Medicine 
and  interned  at  Broadlawns  Hospital  in  Des 
Moines.  He  practiced  medicine  in  Burlington 
for  14  months  prior  to  opening  his  solo  practice 
in  Anamosa  in  1956.  . . . Dr.  Tom  Smith, 
Ames,  was  guest  speaker  at  a recent  meeting  of 
the  American  Academy  of  Otolaryngology. 
Dr.  Smith  discussed  head  and  neck  anatomy. 


rObco-^ 

r V t t < HAWKEYE 

MEDICAL  SUPPLY  INC. 

FOR  ALL  YOUR  MEDICAL  SUPPLY  & HOME  CONVALESCENT  NEEDS 


Wheel  Chairs 
Hospital  Beds 
All  Purpose 
Commode  Chairs 
Walkers  — Commodes 
Dressings 


Surgical  Pads 
Combine  Roles 
Under  Pads 
Adult  Plastic  Pants 
Oxygen  Supplies 
Student  Supplies 


Instruments 
Diagnostic  Equip. 
Lab  Supplies 
Equip.  For  Exam 
Rooms 

Crutches  — Canes 


Back  Rests 
Traction  Equip. 
Whirlpool  Baths 
Catheters 
Plastic 
Disposables 


SALES  — LEASING  — SERVICE  — REPAIRS 
"After  the  Sale  . . . it's  the  Service  that  Counts. " 


Call  FOR  INFORMATION:  Home  Office:  PH  319/337-3121 
Branch  Office:  PH  515/274-4015 


225  E.  Prentiss  St.  Iowa  City,  Iowa  52240 

5737  University  Avenue  Des  Moines,  Iowa  5031 1 


OTHER  STATES  IOWA  WATS 

1/800/553-6296  1/800/272-6448 
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. . . Dr.  Frederick  J.  Lohr,  Sioux  City,  was 
named  Physician  of  the  Year  at  the  annual 
meeting  of  the  Iowa  Health  Care  Association. 
Dr.  Lohr  was  cited  for  his  many  years  of  special 
service  to  nursing  home  residents.  . . . Dr.  Leo 
A.  Milleman,  Ames,  presented  a lecture  on 
''Human  Penile  Lesions  and  Impotence"  to 
Iowa  State  University  veterinary  medicine  stu- 
dents. 


Dr.  Edward  G.  Nassif,  Ames,  was  guest 
speaker  at  a recent  meeting  of  the  American 
Medical  Veterinarian  Association,  Dr.  Nassif 
spoke  on  "Occupational  Asthma  and  Aller- 
gies." . . . Dr.  John  H.  Lohnes,  Cedar  Rapids, 
was  named  council  speaker  of  the  American 
College  of  Radiology  at  the  recent  ACR  annual 
meeting.  Dr.  Lohnes  is  associated  with  Cedar 
Rapids  Radiologists,  P.C.,  and  is  also  a clinical 
instructor  of  radiology  at  the  U.  of  I.  College  of 
Medicine.  He  is  a fellow  of  the  American  Col- 
lege of  Radiology  and  has  served  as  vice- 
speaker of  the  council  since  1979.  . . . Dr. 


Thomas  A.  Carlstrom  recently  joined  Dr. 
Robert  A.  Hayne  to  practice  neurosurgery  in 
Des  Moines.  A native  of  Spencer,  Iowa,  Dr. 
Carlstrom  received  the  M.D.  degree  at  the  U. 
of  I.  College  of  Medicine  and  served  his  neuro- 
surgery residency  at  Bethesda,  Maryland  and 
University  Hospitals  in  Iowa  City.  Prior  to 
locating  in  Des  Moines,  Dr.  Carlstrom  was  on 
the  staff  at  the  Naval  Hospital  in  San  Diego, 
California.  . . . Dr.  Keith  A.  Shaw  has  joined 
Drs.  Paul  J.  Laube,  Luke  C.  Faber  and  R.  V. 
Mullapudi  in  the  practice  of  general  surgery  in 
Dubuque.  Dr.  Shaw  recently  completed  his 
surgery  residency  at  the  U.  of  I.  College  of 
Medicine.  . . . Dr.  Robert  Gitchell,  Ames,  was 
guest  speaker  at  the  annual  meeting  of  the 
Iowa  Academy  of  Family  Physicians.  Dr. 
Gitchell  spoke  on  "Stress  Injuries  of  the  Lower 
Extremity." 


Dr.  Robert  Savereide,  Cedar  Falls,  recently 
was  inducted  into  the  American  College  of 
Surgeons. 


Spending  more  time  with 
accountants  and  salesmen . . . 
than  with  your  job  and  family? 

That's  today's  modern  physician  becoming  today's  modern  business 
man  ...  at  the  expense  of  job  and  family. 

We  provide  you  with  an  environment  serving  a purpose — practicin 
medicine  at  regular  working  hours.  No  books  to  balance,  no  salesmen  an 
attorneys  calling,  and  no  late  hours.  You  concentrate  on  practicing  medi- 
cine with  a health  care  system  that’s  one  of  the  finest  in  the  world.  You'll 
work  in  modern,  well-equipped  hospitals  and  clinics  with  the  most  up-to- 
date  technology. 

Also  included  are  excellent  programs  of  compensation,  opportunities 
for  professional  growth  and  specialization,  30  days  vacation  with  pay 
each  year,  full  medical  and  dental  care  and  more. 

With  the  Air  Force,  we  want  you  to  do  one  thing:  practice  medicine. 

We  would  like  to  provide  you  with  more  information  about  Air  Force 
medicine. 


Contact:  TSgt.  Dale  Buckingham 
3839  Merle  Hay  Rd. 
Des  Moines,  IA  50310 


Call  Collect:  (515)  284-4774 


A great  way  of  life. 
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CLASSIFIED  ADVERTISING 


CLASSIFIED  ADVERTISING  RATE  — $2  per  line,  $20  mini- 
mum per  insertion.  NO  CHARGE  TO  MEMBERS  OF  IOWA 
MEDICAL  SOCIETY.  Copy  deadline  — 1st  of  the  month 
preceding  publication. 


FOR  SALE  — OFFICE  EQUIPMENT  AT  BARGAIN  PRICES  — Wall 
cabinets,  floor  cabinets,  instrument  cabinets  with  glass  doors,  examin- 
ing chair  and  table,  several  instruments,  reception  room  furniture, 
lamps  and  various  supplies.  You  can  almost  name  your  own  price. 
Contact  David  C.  Carver,  M.D.,  224  East  Lake  Street,  Rockwell  City, 
Iowa  50579.  Phone  712/297-7508. 


WANTED  — GENERAL  SURGEON  — New  110-bed  hospital.  County 
seat  town  — serving  an  area  of  five  counties.  For  further  details,  please 
call  712/243-2850,  Extension  32. 


PHYSICIANS  WANTED  — Immediate  openings  for  2 physicians. 
Board  certified  or  board  eligible  psychiatrists  are  preferred.  General 
practitioners  with  interest  in  psychiatry  will  be  considered.  Salary 
$45,600  to  $58,200  depending  on  qualifications  and  experience.  Contact 
K.  V.  Shah,  M.D.,  Clinical  Director,  Clarinda  Mental  Health  Institute, 
Box  338,  Clarinda,  Iowa  51632.  Call  712/542-2161. 


FAMILY  PHYSICIAN  NEEDED  — Looking  for  family  physician  to 
join  2-man  group.  New  office  building  on  grounds  of  JCAH  accredited 
hospital.  Community  of  5,000  close  to  Cedar  Rapids  and  Iowa  City  for 
easy  referral.  Contact  John  L.  Bailey,  M.D.,  Broadway  Medical  Clinic, 
Anamosa,  Iowa  52205.  Phone  319/462-3571. 


SPECIALTY  PRACTITIONERS  — Good  opportunity  for  psychiatrist, 
general  surgeon,  internist  with  cardiology  interest,  and  orthopedist. 
Eight  family  practitioners  available  for  referral.  JCAH  accredited  103- 
bed  modern  hospital.  Up  to  date  staff  and  equipment.  Solid,  quiet 
community — 25,000  people  in  service  area.  Good  schools.  Pleasant,  safe 
life  style.  40  miles  equidistant  to  Madison  or  Milwaukee  via  interstate 
highway  system.  Contact  Leo  Bargielski,  Administrator,  Watertown 
Memorial  Hospital,  Watertown,  Wisconsin  53094-9990. 


HOW  MUCH  IS  YOUR  PRACTICE  WORTH  AS  A GOING  BUSI- 
NESS? For  more  information  on  valuing  or  selling  your  practice,  call 
FirstCare,  Inc.,  Office  Park  in  the  Bluffs,  Box  14114,  Kansas  City,  Mis- 
souri 64152.  816/587-1850. 


PRACTICE  OPPORTUNITIES  — Health  Resources  has  long-term 
career  opportunities  and  short-term  locum  tenens  positions  available. 
Please  send  CV  in  confidence  to:  Dr.  Ron  Hammerle,  Health  Resources, 
Ltd.,  River  Road  Professional  Bldg.,  Box  12220,  Kansas  City,  Missouri 
64152.  816/587-0920. 


FIFTY-PHYSICIAN  MULTI-SPECIALTY  CLINIC  — in  west  central 
Wisconsin  wants  cardiologist  (non-invasive),  neonatologist,  neurolo- 
gist, neurosurgeon,  orthopedic  surgeon,  and  otolaryngologist.  Excellent 
cultural,  educational,  and  recreational  facilities.  90  miles  from  Min- 
neapolis. Please  contact  James  R.  Jepson,  Administrator,  Midelfort  Clin- 
ic, Ltd.,  733  West  Clairemont  Avenue,  Eau  Claire,  Wisconsin  54702  or 
call  715/839-5266. 


FACULTY  MEMBER  FAMILY  PRACTICE  PROGRAM  — The  Black 
Hawk  Area  Medical  Education  Foundation  is  seeking  a Board  Certified 
Family  Physician  for  its  Family  Practice  Residency  Program  in  Waterloo, 
Iowa.  The  program  is  community-based,  affiliated  with  U.  of  I.  College 
of  Medicine,  and  part  of  Iowa  Network  of  Family  Practice  Residency 
Programs.  The  Waterloo  metro  population  is  125,000.  There  are  4 hospi- 
tals, and  a good  medical  specialty  representation.  Applicants  should 


have  M.D.  degree,  be  eligible  for  Iowa  licensure,  and  have  several  years 
of  practice  experience.  Duties  include  teaching  residents  patient  care, 
including  obstetrics,  and  also  providing  patient  care.  Other  duties  in- 
clude program  administration  and  assisting  in  research.  Salary  range  — 
$60,000  per  year  — with  an  additional  20%  fringe  benefit  package.  Other 
fringe  benefits  relating  to  retirement,  moving  expenses,  and  continuing 
education  provided.  Please  submit  your  resume  to:  Charles  A.  Water- 
bury,  M.D.,  Program  Director,  Black  Hawk  Area  Medical  Education 
Foundation,  441  East  San  Maman  Drive,  Waterloo,  Iowa  50702.  319/ 
234-4419.  Equal  Opportunity  Employer. 


INTERNIST  — GENERALIST  — FAMILY  PRACTITIONER  — Posi- 
tion available  in  300-bed  active  psychiatric  rural  hospital.  Fully  JCAH 
accredited.  Three-year  Psychiatric  Residency  Program.  All  treatment 
modalities.  Numerous  affiliated  educational  programs.  Near  metropoli- 
tan and  recreational  areas.  Relaxed,  low  crime,  low  turmoil  area.  Salary 
range,  $47,902-$58,282  depending  upon  qualifications.  Good  fringe 
package  and  possibility  of  some  private  practice.  Position  involves 
directing  a 15-bed  medical-surgical  unit  and  provide  consultation  to 
psychiatric  staff.  Contact  Superintendent,  Mental  Health  Institute,  In- 
dependence, Iowa  50644.  Phone  319/334-2583. 


MEDICAL  DIRECTOR  — FULL  TIME  — To  supervise  patient  care  for 
15,000  family  planning  patients.  Must  have  experience  in  providing 
basic  gynecological  care,  and  experience  in  or  willing  to  be  trained  to 
provide  abortion  and  vasectomy  services.  Send  CV  to  Dr.  Joe  Hall, 
Planned  Parenthood  of  Mid-Iowa,  P.  O.  Box  4557,  Des  Moines,  Iowa 
50306. 


FOR  SALE  — COMPLETE  OFFICE  INVENTORY  — Includes  examining 
room  furniture,  waiting  room  and  office  furniture,  surgical  supplies  and 
instruments,  lab  equipment,  fire-resistant  file  cabinets,  etc.  Prices  low 
and  negotiable.  Contact  Dr.  F.  S.  Katzmann,  5144  Robertson  Drive,  Des 
Moines,  Iowa  50312.  Phone  515/279-3144. 
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PHYSICIANS’  DIRECTORY 


ALLERGY 


RICHARD  L.  COOLEY,  M.D. 
PARK  CLINIC 
MASON  CITY 
515/421-5677 

CARDIOLOGY 


CARDIOLOGY  CONSULTANTS,  P.C. 

A.  L.  CHUGHTAI,  M.D.,  F.A.C.C. 

M.  L.  KWATRA,  M.D. 

1028  FOURTH  STREET 
DES  MOINES  50314 
515/244-1352 
PRACTICE  LIMITED  TO 
CARDIOVASCULAR  DISEASES  — ALL 
INVASIVE  AND  NONINVASIVE 
PROCEDURES 

DERMATOLOGY 


ROBERT  J.  BARRY,  M.D. 

1030  FIFTH  AVE.,  S.E. 

CEDAR  RAPIDS  52403 
319/366-7541 

PRACTICE  LIMITED  TO  DISEASES, 
CANCER  AND  SURGERY  OF  SKIN 

ROGER  I.  CEILLEY,  M.D. 

J.  WILLIAM  HOLTZE,  M.D. 

1212  PLEASANT,  SUITE  402 
DES  MOINES  50309 
515/244-0136 

DERMATOLOGY,  DERMATOLOGIC 
SURGERY  AND  MOHS’ 
CHEMOSURGERY  FOR  SKIN  CANCER 

RANDALL  R.  MAHARRY,  M.D. 

1212  PLEASANT,  SUITE  406 
DES  MOINES  50309 
515/243-8676 

ROBERT  R.  SCHULZE,  M.D. 

3836  BEAVER 
DES  MOINES  50310 
515/277-6377 

DERMATOLOGY  AND  DERMATOLOGIC 
SURGERY 

S.  D.  MARTY,  M.D. 

P.  M.  SCHAP,  M.D. 

PARK  CLINIC 
MASON  CITY 
515/421-5620 


DERMATOPATHOLOGY 


ASSOCIATED  PATHOLOGISTS,  P.C. 

KINGSLEY  B.  GRANT,  M.D. 

DERMATOPATHOLOGY 
ROGER  C.  UNDO,  M.D. 

J.  MARTIN  JOHNSON,  M.D. 

ANATOMIC  AND  CLINICAL  PATHOLOGY 
1026  A.  AVENUE,  N.E. 

CEDAR  RAPIDS  52402 
319/369-7002 


ELECTRODIAGNOSIS 


BURTON  STONE,  M.D. 

BURLINGTON  MEDICAL  CENTER 
2910  MADISON  AVENUE 
BURLINGTON  52601 
319/754-7841 

ELECTROMYOGRAPHY  & NERVE 
CONDUCTION  VELOCITY  STUDIES, 
PHYSICAL  MEDICINE  & 
REHABILITATION,  KLEIN 
REHABILITATION  UNIT 


GASTROENTEROLOGY 


DIAGNOSTIC  GASTROENTEROLOGY 
ASSOCIATES,  P.C. 

Y.  PRUSAK,  M.D. 

HARVEY  GILLER,  D.O. 

JEFFREY  STAHL,  M.D. 

943  19TH 
DES  MOINES  50311 
515/288-6097 
PRACTICE  LIMITED  TO 
GASTROENTEROLOGY  AND 
GASTROINTESTINAL  ENDOSCOPY 

JAMES  P.  GOULD,  M.D. 

COLONY  PARK  BLDG. 

37TH  AND  WOODLAND 
WEST  DES  MOINES  50265 
515/225-3122 
PRACTICE  LIMITED  TO 
GASTROENTEROLOGY 


GYNECOLOGY-ONCOLOGY 


FARSHAD  AGAHI,  M.D. 
PARK  CLINIC 
MASON  CITY 
515/421-5625 


INTERNAL  MEDICINE 


RALPH  R.  PRAY,  M.D.,  F.A.C.P. 

1221  CENTER  STREET,  SUITE  15 
DES  MOINES  50309 
515/282-8343 

CHEST,  INFECTIOUS 
DISEASES  & INTERNAL 
MEDICINE  ASSOCIATES.  P.C. 

ROGER  T.  LIU,  M.D. 

INTERNAL  MEDICINE  & PULMONARY  DISEASES 
DANIEL  H.  GERVICH,  M.D. 

INTERNAL  MEDICINE  & INFECTIOUS  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


JASJEET  SANGHA,  M.D. 

3118  BROCKWAY  ROAD 
WATERLOO  50701 
319/235-7774 

PRACTICE  LIMITEDTO  HEMATOLOGY 
ANDMEDICALONCOLOGY 

PULMONARY  MEDICINE,  P.C. 

DES  MOINES  MEDICAL  CENTER 
STEVEN  K.  ZORN,  M.D. 

GREGORY  HICKLIN,  M.D. 

1047  5TH  AVENUE 
DES  MOINES  50314 
515/243-6989 

LEGAL  SERVICES 


MARK  D.  RAVREBY,  M.D.,  J.D. 
1001  OFFICE  PARK  RD. 

WEST  DES  MOINES  50265 
515-225-2979 

NEONATOLOGY 


S.  SAHU,  M.D.,  F.A.A.P. 
NEWBORN  SPECIALIST,  P.C. 
MERCY  MEDICAL 
PLAZA,  SUITE  304 
DES  MOINES  50314 
24  HOUR  515/244-0377 

NEUROLOGY 


ALFREDO  D.  SOCARRAS,  M.D. 

421  LAUREL,  SUITE  408 
DES  MOINES  50314 
515/283-0605 

NEUROLOGY  & ELECTROMYOGRAPHY 

NEUROLOGICAL  ASSOCIATES  OF 
DES  MOINES,  P.C. 

MICHAEL  J.  STEIN,  D.O.,  JOSEPH  M.  DORO, 
D.O.,  DAVID  L.  FRIEDGOOD,  D.O. 

1440  EAST  GRAND  AVENUE,  SUITE  2-C 
DES  MOINES  50316 
515/262-3156 

NEUROLOGY,  ELECTROMYOGRAPHY, 
ELECTROENCEPHALOGRAPHY 

NEUROSURGERY 


NEURO-ASSOCIATES,  P.C. 

JOHN  T.  BAKODY,  M.D.,  ROBERT  C.  JONES, 
M.D.,  STUART  R.  WINSTON,  M.D. 

1034  FOURTH 
DES  MOINES  50314 
515/283-2217 
PRACTICE  LIMITED  TO 
NEUROSURGERY 

JAMES  R.  LAMORGESE,  M.D. 

411  10  TH  STREET  S.E. 

CEDAR  RAPIDS  52403 
319/366-0481 

PRACTICE  LIMITED  TO 
NEUROSURGERY 

HOSUNG  CHUNG,  M.D. 

3324  KIMBALL  AVENUE 
WATERLOO  50702 
319/232-8756 

PRACTICE  LIMITED  TO 
NEUROSURGERY 

FRANK  M.  HUDSON,  M.D. 

1221  CENTER 
DES  MOINES  50309 
515/244-3174 

PRACTICE  LIMITED  TO 
NEUROSURGERY 
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EUGENE  E.  HERZBERGER,  M.D. 
MERCY  DRIVE 
DUBUQUE  52001 
319/557-1550 

PRACTICE  LIMITED  TO 
NEUROSURGERY 


OPHTHALMOLOGY 


WOLFE  CLINIC,  P.C. 

OTIS  D.  WOLFE,  M.D.,  RUSSELL  H.  WATT,  M.D., 
JOHN  M.  GRAETHER,  M.D.,  RUSSELL  R. 
WIDNER,  M.D.,  GILBERT  W.  HARRIS,  M.D., 
JAMES  A.  DAVISON,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1565 


OPHTHALMIC  ASSOCIATES,  P.C. 

ARTHUR  C.  WISE,  M.D.,  ROBERT  D.  WHINERY, 
M.D.,  STEPHEN  H.  WOLKEN,  M.D. 

2409  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3623 


NORTH  IOWA  EYE  CLINIC,  P.C. 

HARRY  W.  ALCORN,  M.D.,  ADDISON  W. 
BROWN,  JR.,  M.D.,  M.  L.  LONG,  M.D. 
1307  6TH  STREET,  S.W. 

MASON  CITY  50401 
515/423-8861 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA,  M.D.,  JAMES  W.  WHITE, 
M.D.,  GERALD  J.  COLLINS,  M.D.,  JAMES  E. 
SPODEN,  M.D. 

1370  DODGE 
DUBUQUE  52001 
319/588-0506 


IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 
ROBERT  T.  BROWN,  M.D.,  ROBERT  G.  SMITS, 
M.D.,  EUGENE  PETERSON,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 


OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  ERICSON,  M.D. 

JAMES  W.  ROEDER,  M.D. 

939  OFFICE  PARK  RD„  SUITE  121 
WEST  DES  MOINES  50265 
515/225-8665 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

THOMAS  OKNER,  M.D. 

PHILIP  SCHEINBERG,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 

EAR,  NOSE  AND  THROAT  SURGERY, 
HEAD  AND  NECK  SURGERY,  FACIAL 
PLASTIC  SURGERY 


PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1223  CENTER  SUITE  19 
DES  MOINES  50309 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


ORTHOPEDICS 


STEINDLER  ORTHOPEDIC  CLINIC 
WEBSTER  B.  GELMAN,  M.D.,  GERALD  W.  HOWE, 
M.D.,  JAMES  J.  PUHL,  M.D.,  EDWARD  A. 
DYKSTRA,  M.D.,  MICHAEL  M.  DURKEE,  M.D. 
2403  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3606 


PATHOLOGY 


CLINICAL  PATHOLOGY  LABORATORY 

C.  H.  DENSER,  JR.,  M.D.,  M.  A.  MESERVEY, 

M.D.,  A.  R.  PRADHAN,  M.D. 

1073  FIFTH 

DES  MOINES  50314 

515/283-1578 

Iowa  IN-WATS  800/362-5290 

SURGICAL  PATHOLOGY,  CLINICAL 
PATHOLOGY  INCLUDING 
HEMATOLOGY,  CLINICAL  CHEMISTRY 
AND  BACTERIOLOGY  — EXFOLIATIVE 
CYTOLOGY  — RADIOISOTOPES 

PATHOLOGY  ASSOCIATES,  P.C. 

ORLYN  ENGELSTAD,  M.D., 

HARRY  J.  KASSIS,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 
MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY. 


CLINICAL  LABORATORIES 

D.  W.  POWERS,  M.D.,  L.  C.  PANG,  M.D., 

C.  P.  GRYTE,  M.D. 

P.O.  BOX  1683 
AMES  50010 
515/233-2316 

CONSULTATION  IN  LABORATORY 
MEDICINE  AND  PATHOLOGY 


PSYCHIATRY 


J.  C.  N.  BROWN,  M.D. 
2416  TOWNCREST  DR. 
IOWA  CITY  52240 
319/338-7941 


SATTERFIELD  PSYCHIATRIC  ASSOCIATES,  P.C. 
2928  HAMILTON  BLVD. 

SIOUX  CITY  51104 

712/277-2379 

800/352-4962 

PSYCHIATRIC  THERAPY  — ALL  AGES 


RICHARD  E.  PRESTON,  M.D. 

1221  CENTER  SUITE  8 
DES  MOINES  50309 
515/283-1221 

PRACTICE  LIMITED  TO  PSYCHIATRY  & 
NEUROLOGY 


CEDAR  CENTRE  PSYCHIATRIC  GROUP 
R.  PAUL  PENNINGROTH,  M.D.,  ROBERT  W. 
SHULTICE,  M.D.,  HUNTER  H.  COMLY,  M.D. 
CEDAR  RIVER  TOWER,  SUITE  133 
CEDAR  RAPIDS  52401 
319/365-3993 

ADULT  AND  CHILD  PSYCHIATRY 


JEAN  ARNOLD,  M.D.,  F.A.P.A. 
412  TENTH  AVENUE,  BOX  5036 
CORALVILLE  52241 
319/351-4196 

THERAPY— ALL  AGES 
COUPLE  COUNSELING 


SURGERY 


A.  B.  GRUNDBERG,  M.D. 

1515  LINDEN 

DES  MOINES  50309 

515/288-5759 

ORTHOPAEDIC  SURGERY,  SURGERY  OF 
THE  HAND 

N.  K.  PANDEYA,  D.O.,  P.C. 

1440  E.  GRAND,  SUITE  2B 
DES  MOINES  50316 
515/265-4251 

PLASTIC  SURGERY,  RECONSTRUCTIVE 
SURGERY  AND  HAND  SURGERY 

PLASTIC  SURGERY  INSTITUTE,  P.C. 

JAMES  0.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICROVASCULAR  PLASTIC  SURGERY 

WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 

FACIAL  PLASTIC  AND 
RECONSTRUCTIVE  SURGERY 

SINESIO  MISOL,  M.D. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515/244-7272 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


UROLOGY 


A.  W.  WOODWARD,  M.D. 

31 16  BROCKWAY  RD. 
WATERLOO  50702 
319/236-3435 

PRACTICE  LIMITEDTO 
UROLOGY 
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In  The 

Public  Interest 


Good  Member 
Participation 


As  we  start  the  new  year  this  space  might 
- serve  well  as  locus  for  a few  general  com- 
ments about  the  Iowa  Medical  Society.  Very 
often  we  make  excessive  assumptions,  e.g., 
that  everyone,  including  each  IMS  member 
physician,  knows  quite  precisely  why  and  how 
the  Society  functions. 

That  level  of  understanding  is  surely  the 
target  at  which  we  aim.  But  reality  says  a full 
bullseye  performance  is  not  possible,  when 
you  factor  into  the  understanding  equation  the 
span  of  interest,  the  time-availability  and  the 
professional  responsibilities  of  the  parties  in- 
volved. 

Acknowledging  the  variation  in  level  of  un- 
derstanding, it  is  heartening  to  see  the  high 
acceptance  by  Iowa  physicians  of  their  state 
professional  organization.  The  percentage  of 
eligible  members  who  belong  to  the  Iowa 
Medical  Society  is  at  or  just  above  90.  This  high 
membership  supports  at  least  two  assump- 
tions: (1)  Iowa  physicians  see  the  need  for  a 
professional  entity  to  pursue  causes  they  be- 
lieve to  be  in  the  interest  of  the  public  and  the 
profession,  and  (2)  they  accept  those  Society 
efforts  which  are  being  put  forth  currently. 

The  purposes  of  the  Iowa  Medical  Society 
are  simply  stated  in  the  governing  language. 
They  are  to  promote  the  science  and  art  of  medicine 
and  the  betterment  of  public  health;  to  bring  together 
and  organize  the  medical  profession  of  the  State  of 
Iowa;  and  to  unite  with  similar  associations  in  other 
states  to  form  the  American  Medical  Association. 

Against  this  backdrop  stand  the  more  than 
3,000  Iowa  physicians  who  hold  one  of  several 
forms  of  membership.  By  far  the  majority  of 
these  physicians  are  individuals  holding  Active 
Membership.  These  Iowa-licensed  practitioners 
are  members  of  component  societies  (county 
medical  societies)  who  pay  their  annual  IMS 
dues  and  deliver  the  bulk  of  the  medical  care  to 


the  state's  population.  The  Life  Member  status  is 
reserved  for  the  senior  physician  who  has 
practiced  50  or  more  years  and  has  been  a 
member  of  the  Iowa  Medical  Society  the  last  15 
consecutive  years.  The  Associate  Member  des- 
ignation is  for  the  physician  who  is  retired  and/ 
or  incapacitated.  There  is  a Resident  Physician 
Member  provision  generally  for  the  doctor  who 
is  in  early  postgraduate  training.  There  is  also 
Medical  Student  Membership  available  to  those  in 
their  undergraduate  medical  education  years. 
A final  category  of  Honorary  Member  exists  for 
rare  and  special  use  and  is  the  only  portal 
whereby  a layman  may  gain  IMS  affiliation. 

In  noting  these  IMS  membership  classifica- 
tions, be  mindful  of  the  ascending  nature  of 
participation  within  the  medical  profession. 
The  individual  physician  first  joins  his/her 
county  medical  society;  the  option  then  is 
available  to  become  an  IMS  member  (and  90% 
do);  and  finally  a choice  follows  to  affiliate  with 
the  American  Medical  Assocation  (and  again  a 
high  percent  of  the  90%  so  choose). 

The  Iowa  Medical  Society  addresses  those 
important  matters  which  affect  the  delivery  of 
medical  care.  This  means  clear  and  definitive 
representation  before  legislative  and  other 
governmental  bodies;  it  means  liaison  with 
other  health  groups;  it  involves  deliberations 
with  private  third-party  financing  organiza- 
tions; it  includes  representation  with  business/ 
industry;  and  it  involves  public  relations,  with 
emphasis  on  positive  communications  with 
patients,  their  families  and  the  public. 

This  work  with  different  segments  of  the 
population  is  challenging  and  follows  pre- 
scribed directions.  The  goals  of  the  Iowa 
Medical  Society  are  charted  by  elected  physi- 
cian representatives  who  form  a House  of  Del- 
egates and  an  Executive  Council.  As  with  most 
endeavors,  the  achievements  of  the  medical 
profession  in  Iowa  are  directly  proportionate  to 
the  interest  and  participation  by  the  practicing 
physicians.  Fortunately,  this  participation  has 
been  excellent  in  recent  times. 
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'T’he  National  Health  Planning  and  Re- 
X sources  Development  Act  of  1974  estab- 
lished 204  health  system  agencies  (HSA).  In 
addition,  the  law  mandated  state  health  plan- 
ning and  development  agencies  and  statewide 
health  coordinating  councils  to  look  at  health 
care  needs  from  a statewide  perspective. 

Recently,  the  General  Accounting  Office 
(GAO)  reviewed  and  evaluated  the  perform- 
ance of  the  HSA's.  The  results  gave  little  com- 
fort to  professional  health  care  planners,  for 
they  indicated  a disturbing  pattern  of  over 
ambitious  goals,  unmeasurable  objectives  and 
unfounded  claims  of  savings.  The  report  pro- 
vided extensive  evidence  along  with  many 
specific  examples  of  the  inadequacies  of  formal 
mandated  health  planning. 

The  GAO  report  concludes:  "The  work  we 
have  done  in  analyzing  the  agencies  savings 
estimate  and  in  developing  information  on 
how  HSA  is  planning  to  evaluate  program  im- 
pact suggests  that  making  impact  evaluations 
of  health  planning  is  very  difficult  and  may  not 
produce  clear  evidence  concerning  the  suc- 
cesses or  shortcomings  of  health  planning 
organizations." 

The  GAO  report  casts  doubt  on  the  ability  of 
an  agency  to  be  effective  in  mandating  the  de- 
velopment of  our  health  care  system  when 
there  is  no  objective  way  to  evaluate  its  per- 
formance. 


Is  there  any  value  at  all  in  health  planning? 
This  is  a question  that  perplexes  all  concerned 
health  care  providers.  We  know  there  are  in- 
stances of  unnecessary  and  expensive  expan- 
sion of  health  care  facilities  which  have  the 
effect  of  escalating  health  care  costs,  but  we 
recognize  the  reverse  side  of  the  coin  is  just  as 
big  a problem. 

There  is  a growing  feeling  we  still  have  a 
unique  pluralistic  health  care  system  in  which 
the  marketplace  can  be  made  to  work  better 
than  many  previously  thought.  Voluntary 
health  planning  has  a definite  place  in  a mar- 
ketplace atmosphere,  and  if  it  is  privately  fi- 
nanced and  concerned  primarily  with  fact  find- 
ing it  can  be  of  real  value.  We  don't  want  to 
forget  health  planning  but  a critical  look  at 
what  we  have  been  doing  since  1974  is  in 
order. 


February  1982  / 51 


malpractice 


It's  a single,  eleven-letter  word  that  can  put  your  finances,  your  career  and 
your  piece  of  mind  on  the  line. 

You  can  try  to  stop  it.  But  you  have  to  protect  yourself  against  it. 

The  St.  Paul  can  help.  It  helps  over  47,000  doctors  nationwide.  It  can  help 
you. 

® over  40  years  of  experience  in  the  medical  liability  market 

• a commitment  to  maintain  market  stability 

• a single  reporting  endorsement  option  with  waiver  of  the  pre- 
mium in  the  event  of  death  or  disability 

® a premium  adjustment  plan 

• expert  loss  prevention  and  claims  handling  resources 

• the  Professional  Office  Package,  a truly  unique  product  that 
offers  property  coverage  as  well  as  office  and  professional 
liability  in  one  convenient,  easy-to-read  package  policy. 

And,  with  a newly  revised  professional  liability  policy,  your  policy  is  among 
the  broadest,  most  comprehensive  The  St.  Paul  has  ever  written. 

• it  contains  no  exclusions 

• the  reporting  endorsement  premium  has  been  eliminated  for 
doctors,  65  and  over,  who  have  retired  and  who  have  been 
insured  with  The  St.  Paul  for  five  consecutive  years  prior  to 
their  retirement 

® a large  deductible  program 

• many  extra  charges  eliminated  for  employed  physicians  and 
surgeons  as  well  as  extra  charges  for  technicians  and  treatments. 


See  your  St.  Paul  agent  for  details. 


nsraiiii 

Property  & Liability 
Insurance 


St.  Paul  Fire  and  Marine  Insurance  Company,  Des  Moines  Service  Center, 
1025  Ashworth  Road,  West  Des  Moines,  Iowa  50265 
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THINGS  YOU  SHOULD  KNOW 


1982  IMS  SCIENTIFIC  SESSION  Talk  about  interesting  topics  and  speakers!  The 

1982  IMS  Scientific  Session  will  have  them!  For 
most  of  3 days  (April  6,  7 and  8),  this  year's  Iowa  City  confab  will  impart  the  latest 
on  stress  management,  nutrition,  health  care  costs,  health  manpower,  etc.  Three  "What's 
New  in  Medicine"  panels  will  be  offered.  Concurrent  "Doctor's  Choice"  sessions  will 
cover  medicine,  surgery,  ob/gyn,  pediatrics,  psychiatry  and  neurology.  Reserve  the 
dates!  Room  reservations  may  be  made  directly  with  Highlander  Inn  (800/272-6444). 

DEATH  OF  DON  TAYLOR  Former  IMS  EVP  Donald  L.  Taylor  died  January  11  at 

his  home  in  Fall  brook,  California.  His  funeral  was 
January  15  in  Des  Moines.  Don  retired  in  1975  after  30  years'  employment  with  the  Soci- 
ety. He  is  survived  by  his  wife,  Darlene,  a daughter,  Deborah  Leighter,  a grandson,  two 
brothers  and  three  sisters.  A tribute  to  Don  appears  as  this  month's  In  The  Public  In- 
terest. 


NURSING  STANDARDS  The  Iowa  Board  of  Nursing  continues  to  pursue  new 

and  expanded  administrative  rules.  Main  concerns 
of  the  IMS  were  voiced  at  a January  14  public  hearing  by  Don  Sweem,  M.D.,  Des  Moines. 
These  were  (1)  duties  performed  by  nurses  as  employees  in  the  physician's  office,  and 
(2)  use  of  professional  nursing  judgment  in  adapting  a medical  regime  based  on  patient 
circumstances  with  timely  notification  to  the  physician.  The  Board  of  Nursing  must  de- 
cide about  modification  of  the  present  draft  before  filing  with  the  Rules  Committee. 


1982  HOUSE  OF  DELEGATES  February  and  March  are  the  months  for  1982  IMS  dis- 

trict caucuses.  A caucus  schedule  is  in  the  Feb- 
ruary IMS  UPDATE.  These  sessions  are  conducted  by  the  councilors  to  (1)  identify  can- 
didates for  IMS  offices,  (2)  select  representatives  to  the  Nominating  Committee,  and 
(3)  discuss  current  issues. 


ANY  RESOLUTIONS  FOR  THE  HOUSE  The  opportunity  is  now  available  to  county  medical 

societies  to  submit  resolutions  to  the  1982  House 
of  Delegates  which  meets  May  1-2.  Early  introduction  of  resolutions  is  urged  so  they 
can  be  published  in  the  delegates'  handbook.  Background  info  (with  a sample  resolu- 
tion) was  in  the  January  IMS  UPDATE. 

GOVERNOR  BACKS  MEDICAID  BOOST  In  his  January  14  State  of  the  State  address,  Iowa 

Governor  Ray  concurred  with  IMS  views  on  the  need 
for  a supplemental  Medicaid  appropriation.  It  is  estimated  $22  million  extra  will  be 
needed  in  the  next  two  state  budgets  to  keep  Medicaid  at  its  current  minimal  reimburse- 
ment level.  The  Governor  also  backed  a central  administration  (in  the  Department  of 
Health)  to  handle  administrative  aspects  of  the  licensing  of  health  professionals. 


MARCH  25  SPORTS  CONFERENCE  Five  hours  of  Category  I credit  will  be  available 

to  physicians  attending  the  March  25  Conference  on 
Medical  Aspects  of  Sports  in  the  Olmsted  Center  at  Drake  University.  The  event  is  a 
project  of  the  IMS  Committee  on  Sports  Medicine,  Iowa  High  School  Athletic  Association 
and  Drake.  The  program  was  sent  with  the  February  IMS  UPDATE. 


DRUG  DIVERSION  SCHEME  Iowa  physicians  are  alerted  to  a drug  scam  being 

carried  out  by  an  elderly  man  and  his  "daughter" 
or  "niece."  The  Drug  Enforcement  Administration  has  warned  of  such  activity  in  at 
least  7 midwest  states  by  a man  showing  a scar  allegedly  from  cancer  surgery  and  re- 
questing a 100-dose  Rx  for  hydromorphone.  Any  contact  of  this  nature  should  be  re- 
ported to  the  police  or  Iowa  Board  of  Pharmacy  (515/281-5944). 
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QUESTIONS 

-ANSWERS 

GILBERT  R.  CLARK,  M.D. 
Waterloo,  Iowa 


Dr.  Clark  is  president  of  the  now  emerging  Cedar 
Valley  Independent  Practice  Association.  He  is  a 
veteran  Waterloo  physician  whose  specialty  is 
pathology.  He  comments  here  on  the  effort  to  date  in 
conceiving  and  implementing  a new  Iowa  HMO/ 
IP  A. 


A NEW  HMO/IPA 

The  second  Iowa  health  maintenance  orga- 
nization will  operate  in  Waterloo.  Would  you 
describe  its  organization  briefly? 

Probably  the  easiest  way  to  describe  the 
organization  of  this  health  maintenance  orga- 
nization (HMO)  is  to  review  the  attached  flow 
chart  with  a brief  description.  The  Cedar  Val- 
ley Health  Plan  is  composed  of  an  HMO  and  an 
independent  practice  association  (IPA),  which 
are  nonprofit  corporations.  The  board  of  direc- 
tors of  the  HMO,  at  this  time,  is  composed  of  2 
laymen  who  are  representatives  from  Deere  & 
Company  and  2 practicing  physicians  who  are 
also  members  of  the  IPA  board  of  directors. 
Employers  and  hospitals,  as  well  as  other 
health  care  providers,  contract  with  the  HMO 
for  services.  The  HMO  contracts  with  the  IPA, 
whose  board  is  composed  of  12  practicing 
physicians.  The  IPA  contracts  with  individual 
physicians  who  agree  to  a 12-month  guarantee 
of  fees  which  are  also  reviewed  and  approved 
by  the  IPA  fee  review  committee.  Participating 
physicians  continue  to  practice  in  their  own 
office  locations  and  provide  medical  services  to 
the  enrollees  of  the  employers  who  have  con- 
tracted with  the  HMO.  The  physicians  main- 


tain freedom  of  choice  of  patients,  as  do  the 
patients  who  have  the  freedom  of  choice  of 
physician.  The  HMO  and  the  IPA  employ  one 
executive  director  who  reports  to  each  board  of 
directors. 

The  physicians  in  your  area  have  been  con- 
sidering the  pros  and  cons  of  the  HMO 
approach  for  some  time.  Would  you  comment 
on  the  “spade  work"  that's  been  done? 

Early  in  1979,  Deere  & Company  contacted 
the  Black  Hawk  County  Medical  Society  with  a 
request  that  the  Society  consider  the  IPA  as  an 
alternate  means  of  providing  medical  care.  In 
response  to  that  request,  the  Black  Hawk 
County  Medical  Society  appointed  an  IPA/ 
HMO  study  committee  which  met  12  times 
during  the  calendar  year.  Deere  is  an  advocate 
of  fee-for-service  medical  practice  with  free- 
dom of  physician  choice  by  patients.  In  1979, 
hospital  utilization  (under  age  65)  in  Black 
Hawk  County  was  between  1,100  and  1,200 
hospital  days  per  1,000  population,  which  was 
found  to  be  higher  than  5 other  Iowa  areas  for 
which  figures  were  then  available. 

Savings  in  the  IPA/HMO  model  are  expected 
to  be  realized  through  reduced  hospital  inpa- 
tient utilization  which  will  allow  expanded 
outpatient  benefits  for  enrollees.  Deere  was 
complimentary  of  the  quality  of  medical  care 
provided  in  the  Black  Hawk  county  area,  but 
concerned  that  they  could  not  continue  to  sup- 
port the  rapid  escalation  of  cost;  for  example, 
in  1972,  Deere's  health  care  benefits  cost  $6 
million  for  its  Waterloo  operations.  By  1978, 
the  cost  increased  to  $20  million,  and  in  1980,  it 
was  $30  million.  Some  of  the  increase  was  a 
result  of  expanded  benefits  and  additional  em- 
ployees, as  well  as  increased  availability  of 
medical  services.  It  is  estimated  that  if  costs 
continue  to  rise  as  they  have  in  the  last  5 years, 
Deere  will  spend  $1  billion  for  health  care 
through  its  Waterloo  operations  during  the 
next  10  years.  The  Black  Hawk  County  Medical 
Society  IPA/HMO  study  committee  visited 
Denver,  Colorado  and  Minneapolis,  Minneso- 
ta to  view  on-site  functioning  IPA/HMO's.  On 
December  18,  1979,  the  Black  Hawk  County 
Medical  Society,  without  dissenting  vote,  “en- 
dorsed and  supported  fee-for-service  medical 
care  delivery  system  which  provide  the  pa- 
tients freedom  of  physician  choice  and  assure 
(Please  turn  to  page  55) 
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that  appropriate  standards  and  quality  care  are 
perpetuated  which  prove  to  be  cost  effective. 

. . The  county  society  recognized,  “that 
physicians,  as  independent  practitioners, 
must  exercise  their  own  good  judgement  as  to 
how  each  may  best  serve  his  patients  while 
maintaining  the  standards  and  quality  of 
medical  care  expected  in  our  community." 

During  1980,  there  were  brief  continuing, 
but  not  as  intensive,  contacts  with  Deere  & 
Company,  while  additional  data  was  provided 
to  us,  not  only  in  our  geographic  area,  but 
comparisons  of  IPA/HMO's  in  other  parts  of  the 
country.  Early  in  1981,  organizational  meet- 
ings were  started,  and  on  June  8,  1981,  IPA 
articles  of  incorporation  were  filed.  The  certifi- 
cate of  need  was  granted  in  December,  1981, 
and  the  certificate  of  authority  from  the  Insur- 
ance Commissioner  is  expected  in  the  near  fu- 
ture. Briefly,  these  nearly  3 years  may  be 
summarized  as  an  educational  experience  with 
a frank  and  open  exchange  of  information  be- 
tween the  medical  community  and  industry. 

Could  you  tell  us  in  a little  more  detail  about 
the  Individual  Practice  Association  (IPA)?  Do 
you  anticipate  good  physician  participation? 

The  Cedar  Valley  Health  Plan  Independent 
Practice  Association  (IPA)  will  use  existing  fa- 
cilities and  local  physicians.  Enrollees  may 
select  any  physician  who  participates,  and  all 
of  the  physicians  in  our  geographic  area  will 
have  the  opportunity  to  join.  They  will  practice 
in  their  own  offices,  with  their  own  office  staffs 
without  expensive  duplication  of  additional 


medical  facilities,  and  they  will  practice  on  a 
fee-for-service  basis.  This  stands  in  contrast  to 
the  group  practice  association  (GPA)  form  of 
prepaid  health  care  in  which  physicians  prac- 
tice in  a single,  multispecialty  group  and  are 
paid  a salary.  In  a GPA,  the  patient  must  either 
pre-select  or  be  assigned  to  the  closed  panel 
physicians.  This  of  course  disrupts  the  normal 
physician-patient  relationship.  It  appears 
there  will  be  good  physician  participation  in 
the  Cedar  Valley  IPA.  Very  few  negative  com- 
ments are  heard  now  after  3 years  of  “spade 
work." 


How  would  you  describe  the  evolution  of  the 
project  to  date  in  terms  of  cooperation  be- 
tween Deere  & Company  and  the  medical 
community? 

Working  with  Deere  & Company  during  the 
past  3 years  has  been  an  interesting  experience 
for  all  involved.  Deere  & Company's  presenta- 
tions, although  at  times  distasteful,  have  al- 
ways been  frank  and  completely  honest.  Both 
Deere  and  the  medical  community  have  been 
faced  with  difficult  situations.  However,  with  a 
(Please  turn  to  page  61) 


BEING  A PHYSICIAN 
AND  A BUSINESSMAN  IS 
LIKE  REMOVING  GALLSTONES 
WITH  A SPOON... 


it’s  not  a very  good  idea.  But  today,  modern  busi- 
ness dictates  that  physicians  with  their  own  prac- 
tices spend  a great  percentage  of  time  as 
businessmen  ...  at  the  expense  of  their  job. 

We  provide  you  with  an  environment  serving  a 
purpose:  practicing  medicine.  No  salesmen  or 
accountants  calling,  no  books  to  balance  and  no 
late  hours.  You  concentrate  on  practicing  medicine 
with  a health  care  system  that’s  one  of  the  finest  in 
the  world.  You’ll  work  in  modern,  well-equipped 
hospitals  and  clinics  with  the  most  up-to-date 
technology. 

Also  included  are  excellent  programs  of  com- 
pensation, opportunities  for  professional  growth 
and  specialization,  30  days  vacation  with  pay  each 
year,  full  medical  and  dental  care  and  more. 


With  the  Air  Force,  we  want  you  to  do  one  thing: 
practice  medicine.  We  would  like  to  provide  you 
with  more  information  on  Air  Force  medicine. 


Contact:  TSgt.  Dale  Buckingham  Call  Collect: 

3839  Merle  Hay  Rd.  (515)  284-4774 


A great  way  of  life. 
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Introducing 


On  February  1,  1982,  Blue  Cross  and  Blue 
Shield  of  Iowa  will  enhance  our  claims  processing, 
membership  and  actuarial  capabilities  through  a new 
data  processing  system. 

We  call  it  the  Iowa  Regular  Business  System  (IRBS).  It  is  based 
on  a nationally-recognized  computer  system  that  has  been  carefully 
tailored  to  the  unique  needs  of  our  Iowa  Plans  and  the  subscribers  and  providers  we 
serve. 


This  new  data  processing  system  will  not  only  provide  Blue  Cross  and  Blue  Shield 
of  Iowa  with  a greater  degree  of  automation  and  flexibility  but  will  ultimately  result  in 
better  service  to  you. 

That  means  more  accuracy  in  claims  processing,  more  complete  information 
storage,  higher  productivity  and  the  efficiency  of  a system  designed  to  process  claims 
from  different  lines  of  business  simultaneously. 

Major  advantages  to  participating  providers  include  multiple  payments  on  one 
check,  direct  payment  for  Major  Medical  eligible  charges,  specific  messages  on  line 
items  and  separate  listings  of  totally  rejected  claims. 

To  learn  more  about  IRBS,  we  encourage  you  or  your  staff  to  attend  the  training 
workshops  scheduled  in  your  area.  Other  features  of  the  new  data  processing  system 
will  be  explained  in  future  mailings  of  ON  RECORD. 


Blue  Cross 
Blue  Shield 

of  Iowa 


Non-invasive  Vascular  Testing 
In  A Community  Hospital 


CURTIS  W.  NELSON,  M.D., 

ANN  E.  HOEL, 

and  MITCH  MORRISON,  R.R.T. 

Mason  City,  Iowa 

Numerous  articles  have  explained  the 
usefulness  of  non-invasive  vascular  test- 
ing in  large  University  Hospitals  and  other 
tertiary  care  centers.  This  paper  will  describe 
how  the  techniques  developed  by  these  cen- 
ters can  be  applied  to  community  hospitals 
with  equally  good  results. 

Mercy  Hospital  in  Mason  City,  Iowa  is  a 
312-bed  community  hospital  which  serves  pri- 
marily a 9-county  area  in  north-central  Iowa. 
Carotid  endarterectomies  and  peripheral 
vascular  reconstructions  have  been  commonly 
performed  here  since  1972.  A non-invasive 
vascular  lab  was  developed  in  August,  1977  to 
provide  safe  and  accurate  screening  of  patients 
with  surgically  correctable  vascular  lesions  and 
suspected  deep  vein  thrombosis. 

The  non-invasive  vascular  laboratory  was 
established  with  personnel  already  employed 
in  the  Department  of  Respiratory  Therapy.  The 
medical  director,  technical  director  and  two 
technicians  were  willing  to  learn  and  perform 
the  non-invasive  vascular  exams  which,  at  that 


Dr.  Nelson  is  medical  director,  Cardio-Vascular  and  Pulmonary  Ser- 
vices, St.  Joseph  Mercy  Hospital,  Mason  City,  Iowa.  Mr.  Morrison  is  the 
technical  director  and  Ms.  Hoel  is  the  vascular  technician. 


The  successful  development  of  non-invasive  vascular 
testing  in  an  Iowa  community  hospital  is  explained. 
Findings  from  the  3-year  experience  indicate  evaluation 
of  veins  and  arteries  can  be  performed  accurately  and 
safely  — and  sometimes  make  unnecessary  hospitaliza- 
tion. 


time,  were  being  performed  mostly  in  larger 
tertiary  care  centers  located  outside  the  mid- 
west. 

After  several  visits  to  these  tertiary  care  cen- 
ters, the  medical  director  chose  Northwestern 
University's  "Blood  Flow  Laboratory"  after 
which  to  pattern  the  laboratory.  This  labora- 
tory was  chosen  because  it  was  doing  well 
established  non-invasive  vascular  tests  which 
had  already  demonstrated  high  reliability, 
were  safe,  did  not  require  extensive  technician 
training,  and  could  be  applied  in  a community 
hospital  setting. 

The  hospital  administration  agreed  a non- 
invasive  vascular  laboratory  would  benefit  pa- 
tient care.  A calculated  risk  was  taken  that 
these  new  procedures  could  be  applied  suc- 
cessfully to  a 312-bed  community  hospital.  The 
name  of  the  department  of  Respiratory  Ther- 
apy was  changed  to  Cardio-Vascular  and  Pul- 
monary Services.  Space  and  funds  were  pro- 
vided to  purchase  equipment  and  train  vascu- 
lar technicians.  The  initial  cost  of  setting  up  the 
lab  in  1977  was  $20,673.  The  cost  would  be 
more  today  as  both  the  cost  of  equipment  and 
technician  training  have  risen. 

The  medical  director  went  to  Tucson,  San 
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Diego,  and  Chicago  to  learn  how  to  accurately 
interpret  the  test  results.  The  technicians  went 
to  Tuscon,  Arizona  and  Iowa  City,  Iowa  for 
training.  The  non-invasive  vascular  training 
manuals  developed  at  the  University  of  Iowa 
by  Dr.  Robert  Barns,  Dr.  Henry  Russell,  and 
Dr.  Michael  Wilson  were  purchased  and  stud- 
ied. Articles  from  the  medical  literature  were 
obtained  and  utilized. 

Since  the  vascular  lab  was  organized  in  1977, 
it  has  performed  over  3,000  procedures.  In 
1978  through  1980,  there  were  196  arterio- 
grams or  venograms  performed  on  patients 
who  had  non-invasive  evaluations.  The  non- 
invasive  study  correlated  with  the  radio- 
graphic  study  in  191  cases  for  an  accuracy  rate 
of  95%.  This  compares  favorably  with  results 
obtained  at  the  tertiary  care  centers  where  the 
tests  were  developed.  ' 6<  7 To  date,  there  have 
been  no  complications  from  the  tests. 

The  vascular  laboratory  evaluates  the  ex- 
tracranial circulation,  veins,  and  peripheral 
arteries.  The  results  in  these  separate  catego- 
ries are  as  follows. 

CAROTID  EXAMINATION 

Non-invasive  carotid  examinations  are  use- 
ful to  evaluate  asymptomatic  carotid  bruits, 
non-lateralizing  neurologic  signs,  cerebro- 
vascular status  prior  to  major  surgery,  small  or 
almost  completely  recovered  strokes  and 
transcient  ischemic  attacks.  The  test  requires  a 
cooperative  patient.  However,  of  over  1,400 
patients,  there  were  only  3 patients  who  could 
not  be  studied.  This  reflects  good  physician 
understanding  of  the  test  and  the  conscien- 
tious attitude  of  the  vascular  technicians.  This 
test  should  not  be  performed  on  a patient  with 
an  acute  corneal  abrasion.  An  artificial  eye 
makes  the  results  unreliable. 

Both  carotid  phonoangiography  and  oculo- 
plethysmography are  used  to  evaluate  the  ex- 
tracranial circulation.  Neither  test  involves 
carotid  compression  nor  have  they  produced 
any  complications  in  over  1,400  tests. 

Carotid  phonoangiography  (CPA)  involves 
the  use  of  a sensitive  doppler  microphone 
which  assesses  a bruit  in  the  low,  mid,  and 
high  carotid  positions.  It  makes  a permanent 
polaroid  picture  of  the  sound  characteristics  of 
a bruit.  The  test  is  performed  while  the  patient 
lies  comfortably  on  his  back  and  holds  his 
breath  for  a few  seconds. 

Oculoplethysmography  (OPG)  indirectly 


measures  internal  carotid  artery  blood  flow  by 
comparing  the  flow  of  the  first  major  branch, 
the  ophthalmic  artery,  to  the  flow  in  the  exter- 
nal carotid  artery  (measured  by  pulsations  to 
the  ear  lobes)  and  the  other  ophthalmic  artery. 
The  diameter  of  the  internal  carotid  artery 
generally  must  be  reduced  by  50%  before  re- 
duction in  blood  flow  occurs.  The  circulation  to 
both  ear  lobes  (external  carotid  artery)  is  first 
evaluated  using  small  ear  clips  similar  to  clip- 
on  ear  rings.  Following  topical  anesthesia  to 
both  eyes,  small  fluid  filled  cups  are  then  ap- 
plied to  the  eyes.  These  measure  the  circula- 
tion in  each  eye  (internal  carotid)  relative  to  the 
ear  circulation  (external  carotid)  and  to  the  cir- 
culation to  the  other  eye.  To  confirm  that  any 
difference  in  this  indirect  measure  of  circula- 
tion is  not  due  to  instrumentation  error,  the 
test  is  repeated  after  switching  the  eye  cups. 

In  1978-1980,  1,121  non-invasive  carotid  ex- 
aminations were  performed.  Hemodynamical- 
ly  significant  internal  carotid  artery  stenosis 
was  indicated  in  139  cases.  No  hemodynami- 
cally  significant  stenosis  was  found  in  967. 
Abnormal  and  equivocal  results  were  obtained 
in  15  cases.  During  this  period,  68  patients  had 
carotid  arteriograms.  Significant  (>50%)  inter- 
nal carotid  artery  stenosis  was  found  in  34 
cases  and  no  significant  (<50% ) internal  caro- 
tid artery  stenosis  in  24  cases.  There  was  agree- 
ment between  the  non-invasive  exam  and 
carotid  angiography  in  65  of  these  68  cases  for 
an  accuracy  rate  of  95.6%.  This  compared 
favorably  with  the  results  obtained  by  the  de- 
veloping tertiary  centers  where  accuracy  rates 
varied  from  87%  to  90%. 17  2/  3 

The  low  cost,  lack  of  complications,  and 
accuracy  of  the  non-invasive  carotid  exam 
make  it  a valuable  tool  in  screening  patients  for 
surgically  correctable  internal  carotid  artery 
stenosis.  Since  the  use  of  these  exams,  many 
patients  with  non-lateralizing  neurologic  signs 
or  elderly  patients  with  lateralizing  signs  have 
been  spared  the  more  expensive  inpatient 
carotid  arteriograms  and  its  low,  but  always 
present,  complication  rate.  Many  patients 
have  undergone  arteriography  and  subse- 
quent carotid  endarterectomy  following  a posi- 
tive non-invasive  carotid  exam.  A report  in 
JAMA  shows  that  medically  treated  TIA  pa- 
tients with  a positive  non-invasive  carotid 
exam  have  a 16.2%  incidence  of  stroke  whereas 
there  is  a 1.9%  incidence  with  surgical  manage- 
ment. The  incidence  of  stroke  with  a negative 
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Figure  1 . This  photo  illustrates  the  venous  examination  using  the  analogue  recorder. 


non-invasive  carotid  exam  was  only  2.2%  in 
this  study.4  Another  study  shows  similar  find- 
ings in  patients  with  hemodynamically  signifi- 
cant asymptomatic  carotid  bruits.3 

The  non-invasive  carotid  exam  will  not  dem- 
onstrate ulcerated  plaques  or  mild  stenosis 
(less  than  50%  diameter  reduction).  Patients 
who  are  operative  candidates  with  classical 
hemispheric  TIA's  would  need  to  have  carotid 
arteriography  to  demonstrate  these  surgically 
correctable  lesions. 


VENOUS  EXAMINATIONS 

The  non-invasive  venous  examination  is 
useful  in  identifying  a patient  with  an  acute 
deep  vein  thrombosis.  It  differentiates  this 
potentially  serious  condition  from  a myriad  of 
mimicing  conditions  such  as  chronic  venous 
insufficiency,  post  phlebitic  syndrome,  con- 
gestive heart  failure,  arterial  insufficiency,  su- 
perficial thrombophlebitis,  cellulitis,  ruptured 
Baker's  cyst,  and  subcutaneous  hematoma. 
The  examination  can  also  identify  subclavian 
vein  thrombosis  and,  when  requested,  locate 
incompetent  perforators  prior  to  venous  liga- 


tion. The  test  requires  that  the  patient  lay  in  the 
supine  position.  There  are  no  contraindica- 
tions or  complications  associated  with  the  test. 

Two  procedures  are  used  to  perform  a non- 
invasive  venous  examination;  impedance 
plethysmography  (IPG)6  and  doppler  ultra- 
sound.7 

IPG  detects  acute  deep  vein  thrombosis  by 
indirectly  measuring  venous  flow  in  the  legs 
following  a short  period  of  venous  compres- 
sion. The  patient  lies  supine  with  the  hips  and 
knees  in  mild  external  rotation  and  slightly 
elevated.  An  automatically  deflating  pneu- 
matic thigh  cuff  is  applied  to  the  thigh  and 
pumped  to  45  mm  H20  for  45  seconds  and 
released.  Previously  placed  electrodes  on  the 
calf  then  measure  the  decrease  in  calf  cir- 
cumference following  the  release  of  the  com- 
pressive thigh  cuff.  When  a deep  vein  is 
occluded,  the  return  of  calf  circumference  to 
the  pre-compressive  level  is  much  slower  than 
normal.  This  can  be  recorded  to  give  a perma- 
nent, objective  record  of  the  test. 

Doppler  ultrasound  utilizes  low  frequency 
sound  waves  which  bounce  off  red  blood  cells 
(Please  turn  to  page  60) 
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and  return  to  the  receiving  crystal  in  the  dop- 
pler  probe.  Movement  of  red  blood  cells  pro- 
duces a frequency  shift  which  is  used  to  deter- 
mine the  rate  of  blood  flow  in  the  veins.  The 
posterior  tibial,  popliteal,  superficial  femoral/ 
common  femoral,  and  saphenous  system  are 
examined.  An  analogue  recorder  creates  a 
permanent  visual  record  of  the  venous  blood 
flow.  This  test  can  also  determine  patency  of 
veins  in  the  upper  extremities. 

During  the  3 year  period  from  1978-1980, 
1,018  non-invasive  venous  examinations  were 
performed.  The  exams  were  positive  for  deep 
vein  thrombosis  in  124  cases,  negative  in  807, 
and  abnormal  but  not  definitely  positive  in  88 
cases.  Venograms  were  subsequently  per- 
formed on  57  of  these  patients,  usually  because 
the  non-invasive  examination  disagreed  with 
the  attending  physician's  clinical  impression. 
The  venogram  interpretation  and  the  non- 
invasive  venous  examination  were  in  agree- 
ment in  54  of  these  57  cases  for  an  accuracy  rate 
of  94.8%.  This  demonstrates  the  difficulty  of 
making  an  accurate  diagnosis  from  clinical 
evaluation  alone.  The  accuracy  obtained  by  the 
developers  of  IPG  and  venous  doppler  ex- 
aminations were  98%  and  94%,  respec- 
tively.6, 7 

These  examinations  were  performed  on  out- 
patients in  226  cases.  Acute  deep  vein  throm- 
bosis was  found  in  28  patients  who  were  then 
admitted  to  the  hospital  for  anticoagulant  ther- 
apy. The  198  patients  who  had  negative  exams 
were  not  exposed  to  either  expensive  hospital- 
ization or  unnecessary  hazards  of  anticoagula- 
tion therapy. 

NON-INVASIVE  PERIPHERAL 
ARTERIAL  EXAMINATIONS 

Non-invasive  peripheral  arterial  examina- 
tions are  useful  in  identifying  patients  with  leg 
pain  on  exertion  who  have  surgically  correct- 
able arterial  lesions.  It  differentiates  the  pain 
caused  by  sciatica  or  other  orthopedic  prob- 
lems from  claudication.  It  localizes  the  area  of 
occlusion  or  stenosis. 

Both  doppler  ultrasound  and  segmental 
pressures  are  used  to  evaluate  the  patency  of 
peripheral  arteries. 

The  patient  lies  in  the  supine  position,  and 
the  doppler  ultrasound  probe  is  placed  over 
the  common  femoral,  popliteal,  dorsalis  pedis 
and  posterior  tibial  arteries  in  the  legs.  The 
analogue  wave  recorder  converts  the  frequen- 


Figure  2.  Shown  here  is  the  peripheral  arterial  examination  in 
process  using  the  analogue  wave  recorder  to  obtain  segmental 
arterial  pressures. 


cy  change  associated  with  the  blood  flowing  in 
these  arteries  to  a permanent  visual  record. 

The  characteristics  of  the  wave  form  pro- 
duced by  each  artery  are  used  to  determine  the 
severity  and  level  of  the  obstruction  or  steno- 
sis. This  test  can  be  performed  on  the  upper 
extremities  and  digits  upon  request. 

Segmental  pressures  are  obtained  by  placing 
blood  pressure  cuffs  over  the  high  and  low 
thigh  and  the  high  and  low  calf.  Using  the 
doppler  ultrasound  to  detect  blood  flow  in  the 
dorsalis  pedis  and  posterior  tibial  arteries,  the 
systolic  pressure  is  obtained  at  each  level.  A 
segmental  fall  in  pressure  of  30  mm  of  Mercury 
indicates  an  occlusion  of  the  artery  just  above 
that  level.  The  ankle  pressures  are  compared  to 
the  brachial  pressures  for  what  is  called  the 
ankle-arm  index.  An  index  of  less  than  1.0  indi- 
cates peripheral  arterial  disease  in  the  lower 
extremity.  Unless  the  physician  ordering  the 
test  requests  that  exercise  not  be  performed, 
the  ankle  pressures,  both  resting  and  after 
mild  exertion  on  a treadmill,  are  measured.  An 
inappropriate  fall  in  ankle  pressure  coincides 
with  claudication  and  indicates  significant 
peripheral  arterial  disease. 

Upon  request,  these  pressures  can  be  ob- 
tained on  the  upper  extremities  to  assess  the 
patency  of  the  subclavian,  axillary,  radial,  and 
ulnar  arteries.  Using  small  digital  cuffs,  the 
peripheral  arteries  in  the  digits  can  also  be 
evaluated. 

From  1978-80,  494  peripheral  arterial  ex- 
aminations were  performed  without  complica- 
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tion.  Significant  peripheral  arterial  disease  was 
detected  in  349  cases  and  no  significant  disease 
in  145  cases.  During  this  time  period,  86  angio- 
grams were  performed  on  these  patients.  The 
radiographic  interpretation  coincided  with  the 
non-invasive  study  in  all  86  cases  for  an  accura- 
cy rate  of  100% . Only  4 arteriograms  were  per- 
formed that  confirmed  no  significant  stenosis. 
These  were  performed  to  evaluate  aneurysms 
rather  than  occlusive  disease. 

The  high  degree  of  accuracy  and  the  lack  of 
complications  make  the  non-invasive  pe- 
ripheral arterial  examination  the  test  of  choice 
for  the  diagnosis  of  peripheral  arterial  occlu- 
sion or  stenosis.  Arteriography,  with  its  poten- 
tial for  complication,  should  be  used  to  define 
the  anatomy  if  surgical  management  is  con- 
templated. The  non-invasive  tests  can  be  used 
to  assess  the  results  of  either  surgical  or  medi- 
cally treated  patients.  Several  medical  centers 
have  also  found  it  helpful  in  determining  the 
likelihood  that  bypass  graphs  will  remain  pa- 
tent and  the  level  at  which  an  amputation  will 
heal.8'  9'  10 

SUMMARY 

Non-invasive  evaluation  of  veins  and  arter- 
ies can  be  accurately  and  safely  performed  in 
non-tertiary  care  settings  with  currently  avail- 
able technology.  At  St.  Joseph  Mercy  Hospital 
in  Mason  City,  Iowa,  2,632  non-invasive 
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complete  open  exchange  of  information  and 
continued  effective  communication,  differ- 
ences which  have  arisen,  have  been  satisfac- 
torily resolved  by  mutual  agreement. 

Presumably,  you  are  optimistic  the  new  ven- 
ture will  preserve  the  quality  of  care  in  your 
area  and  perhaps  also  impact  favorably  on  the 
economic  side.  Right? 

The  medical  community  is  reasonably  opti- 
mistic that  this  new  venture  will  succeed. 
Through  the  quality  assurance  programs  of  the 
IPA,  we  are  confident  that  the  quality  of  care 
will  be  preserved.  Participating  doctors  will  be 
part  of  a physician  team  who,  as  a group,  will 
have  the  opportunity  to  identify  both  efficien- 


vascular studies  were  performed  from  1978-80 
without  complication.  When  compared  to  the 
197  radiographic  procedures  performed  on 
these  patients,  the  accuracy  of  these  tests  was 
95% . This  degree  of  accuracy  is  achieved  by  a 
close  working  relationship  between  the  vascu- 
lar technicians  and  medical  director  in  a 
community  hospital.  The  tests  can  be  per- 
formed on  outpatients  and  in  many  instances 
make  invasive  procedures  with  potential  com- 
plications and  hospitalization  unnecessary. 
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cies  and  inefficiencies.  By  promoting  the  effi- 
ciencies and  correcting  the  inefficiencies  iden- 
tified, the  IPA  goal  will  be  to  improve  the  over- 
all quality  of  health  care.  By  demonstrating 
quality  of  care  and  cost  effectiveness,  the 
physicians  in  the  IPA  will  avoid  other  alterna- 
tives which  may  not  necessarily  be  in  the  best 
interest  of  their  patients.  Physicians  and  pa- 
tients alike  will  be  free  to  be  participating  indi- 
viduals, or  if  they  elect  not  to  be,  their  choice 
will  be  respected.  Since  the  IPA  pays  for  all 
outpatient  care,  the  physician  will  now  be 
reimbursed  for  office  visits  and  for  physical 
examinations  of  HMO  enrollees.  We  believe 
the  physicians  will  endorse  this  approach  be- 
cause it  promotes  wellness  by  encouraging 
preventive  medicine.  Eventually,  the  Cedar 
Valley  Health  Plan  will  be  opened  to  other 
employers  who  may  be  interested  in  enrolling 
their  employees. 
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Psychiatric-Mental  Health  Nursing: 
An  Iowa  Update 


KARLENE  M.  KERFOOT  and 
KATHLEEN  C.  BUCKWALTER 


The  work  of  the  psychiatric-mental  health  nurse  is  de- 
scribed by  two  faculty  from  the  University  of  Iowa  Col- 
lege of  Nursing.  They  recite  the  history  and  tell  of  the 
"new  role"  of  this  member  of  the  health  care  team. 


Psychiatric-mental  health  nursing  has 
evolved  from  a primarily  hospital  based  setting 
to  such  other  areas  as  community  mental 
health  centers,  marriage  counseling  and  pri- 
vate practice.  In  Iowa,  psychiatric-mental 
health  nurses  are  active  in  developing  and  de- 
livering nursing  care  to  psychiatric  patients 
and  to  people  with  problems  in  living.  This 
article  reviews  the  history,  education,  certifica- 
tion and  practice  of  psychiatric-mental  health 
nurses  and  presents  a status  report  on  this 
nursing  specialty  in  Iowa. 

HISTORY  OF  PSYCHIATRIC  NURSING 

Dorothea  Dix  crusaded  to  establish  hospitals 
for  the  humane  treatment  of  the  mentally  ill 
early  in  the  nineteenth  century.  As  a result  of 
this  and  other  influences  Iowa  established  a 
state  hospital  system.  Stephen  Hemstead 
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addressed  the  Iowa  Assembly  on  December  8, 
1854: 

The  establishment  and  endowment  of  an  Asylum 
for  lunatics,  is  a measure  which  should  commend 
itself  to  your  favorable  consideration.  We  cannot  but 
be  aware  of  the  fact,  that  we  have  a considerable 
number  of  those  unfortunate  persons  in  our  state, 
who  have  strong  claims  upon  our  sympathy  and 
bounty,  and  who  must  be  removed  from  their  friends 
to  other  states  in  order  to  obtain  the  means  of  alle- 
viating and  improving  their  conditions,  or  of  being 
confined  in  our  jails  and  poor  houses.1 

The  first  mental  health  institute  at  Mt. 
Pleasant  was  dedicated  March  6,  1861  and  the 
other  3 state  hospitals  opened  after  that.  In- 
itially, employees  of  state  hospitals  were  un- 
trained "cell  keepers"  or  custodial  attendants. 
Eventually  a movement  began  to  train  at- 
tendants to  work  in  the  state  hospitals  and 
later  to  establish  schools  to  train  nurses  to 
work  in  these  state  hospitals.  All  4 state  hospi- 
tals had  training  schools  until  their  accredita- 
tion was  stopped  prior  to  1921. 2 Subsequently, 
students  in  some  other  Iowa  nursing  schools 
affiliated  with  the  state  hospitals  and  spent 
designated  amounts  of  time  in  a psychiatric 
nursing  rotation.  In  1948,  the  Board  of  Nursing 
mandated  that  all  schools  include  psychiatric 
instruction  and  experience  in  their  curriculum 
although  many  were  already  doing  so.3 
Psychopathic  Hospital  at  The  University  of 
Iowa  accepted  its  first  nursing  affiliation  in 
1921. 4 

The  evolution  of  psychiatric-mental  health 
nursing  can  be  categorized  into  2 phases, 
undergraduate  and  graduate  nursing  educa- 
tion. Undergraduate  instruction  in  psychiatric 
nursing  at  first  consisted  of  instruction  in  the 
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care  of  psychiatrically  ill  patients  in  hospitals. 
Later  psychiatric  concepts  were  integrated  into 
other  areas  of  nursing. 

The  development  of  master's  programs  in 
psychiatric  nursing  was  an  outgrowth  of 
strengthened  undergraduate  programs  and 
the  increasing  need  for  nurses  with  specialized 
clinical  skills  and  knowledge.  The  University 
of  Iowa  started  the  state's  first  and  only  gradu- 
ate program  in  psychiatric  nursing  in  1962. 
Consultation  and  research  in  psychiatric  nurs- 
ing practice  followed  the  development  of 
graduate  education.  The  goal  of  the  nursing 
profession  was  to  provide  clinical  specializa- 
tion only  at  the  master's  level,  with  the  bache- 
lor's degree  serving  as  a generalist  degree  and 
as  a prerequisite  for  all  advanced  preparation. 
The  following  functions  were  identified  as 
appropriate  for  psychiatric  nursing: 

1 . Establishing  relationships  with  patients,  person- 
nel, the  public  and  members  of  the  medical  team. 

2.  Teaching 

3.  Supervision 

4.  Administration 

5.  Consultation 

6.  Research  and  participation  in  learning  situations 
which  involved  investigating  problems.5 

TYPES  OF  EDUCATION 

Registered  nurses  (R.N.'s)  working  in 
psychiatric-mental  health  settings  as  general- 
ists can  be  graduates  of  2-year  associate  degree 
programs,  3-year  hospital-based  diploma 
programs,  or  4-year  baccalaureate  programs.  A 
master's  degree  in  psychiatric-mental  health 
nursing  is  becoming  increasingly  necessary  for 
many  positions  and  future  projections  indicate 
doctorates  (Ph.D.)  will  eventually  be  preferred 
for  many  nursing  positions. 

During  the  last  2 decades  nursing  education 
has  moved  increasingly  from  its  initial  hospi- 
tal-based service  structure  to  the  academic  in- 
stitution, to  culuminate  with  the  recent  de- 
velopment of  doctoral  preparation  for  nurses. 
Doctoral  programs  have  a primary  goal  to  de- 
velop a knowledge  base  for  the  practice  of 
nursing.  In  an  effort  to  develop  new  knowl- 
edge unique  to  nursing,  the  educational  model 
for  nurses  has  changed  to  closely  approximate 
that  of  the  basic  sciences.  Of  equal  importance 
to  the  building  of  strong  research  programs  in 
nursing  is  the  development  of  sound  clinical 
programs.  This  way  knowledge  generated  by 


nurse-researchers  can  be  translated  and  tested 
in  the  psychiatric-mental  health  practice  set- 
ting. There  are  no  doctoral  programs  in  nurs- 
ing in  the  State  of  Iowa. 

As  a practice  discipline,  nursing  is  now  con- 
sidering the  nature  of  its  clinical  specialization 
as  distinct  from  medicine.  At  the  present  time 
clinical  specialization  in  psychiatric  mental 
health  has  focused  on  one-to-one  relationships 
between  the  nurse  specialist  and  the  patient, 
which  increasingly  parallels  the  physician's 
mode  of  practice.  As  nurses  increase  their  clin- 
ical expertise,  they  tend  to  carry  their  own  case 
load  not  unlike  independent  practitioners,  in 
both  hospital  and  community  mental  health 
settings.  In  Iowa,  the  quality  of  care  is  believed 
to  have  been  improved  by  introducing  nurses 
with  advanced  clinical  preparation  into 
psychiatric-mental  health  settings. 

Nurses  prepared  at  the  master's  and  doctor- 
al levels  have  significant  clinical  competence. 
Their  preparation  emphasizes  a view  of  the 
patient  from  a holisitic  framework  that  relates 
not  only  to  individuals  but  to  the  systems 
(family,  work  setting,  community,  etc.)  within 
which  care  is  provided.  Nurses  with  advanced 
clinical  preparation  have  helped  improve  the 
quality  of  mental  health  services  in  Iowa  and 
are  prepared  to  assist  further  in  this  regard. 

Recent  educational  changes  in  nursing  have 
brought  a movement  away  from  the  more  tra- 
ditional apprentice  system  towards  one  in 
which  the  nurse  stands  as  an  equal,  responsi- 
ble and  accountable  member  of  the  mental 
health  care  team.  The  nurse  views  as  his/her 
responsibility  the  care  of  the  mental  patient  as 
an  integrated  whole  — one  whose  physical, 
psychological  and  social  needs  all  must  be 
taken  into  consideration. 

TYPES  OF  PRACTICE 

Based  on  educational  preparation  there  are 
also  different  psychiatric  nursing  levels  — the 
generalist  and  the  specialist.  Nurses  with  di- 
ploma and  baccalaureate  degrees  are  prepared 
as  generalists  in  psychiatric-mental  health 
nursing  and  usually  practice  in  institutional 
settings.  Nurses  with  the  master's  degree  are 
prepared  for  more  advanced  clinical  practice 
and  are  usually  called  "clinical  specialists." 
They  possess  advanced  skills  in  areas  such  as 
family  therapy,  group  therapy,  and  other  treat- 
ment modalities. 

(Please  turn  to  page  64) 
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In  Iowa,  psychiatric-mental  health  nurses 
can  be  found  in  the  psychiatric  units  of  general 
hospitals,  at  the  4 mental  health  institutes,  in 
psychiatric  units  of  county  care  facilities,  com- 
munity mental  health  centers  and  similar  insti- 
tutional facilities.  Clinical  specialists  have  been 
practicing  in  community  mental  health  centers 
for  the  past  2 decades.  They  continue  to  be  in 
great  demand  beause  of  the  wide  array  of  ther- 
apeutic skills  they  provide,  such  as  medication 
administration,  home  assessments  and  care, 
patient  teaching  and  family-centered  interven- 
tions. Public  health  nursing  agencies  also  hire 
psychiatric-mental  health  nurses  to  give  direct 
care  to  patients  in  the  community  and  to  pro- 
vide consultation.  According  to  Iowa  Mental 
Health  Authority  1979  data,  there  were  4 
nurses  with  master's  degrees  working  in  men- 
tal health  centers.  There  were  also  4 full-time 
and  4 part-time  nurses  with  baccalaureate  and 
diploma  degrees.6 

Psychiatric  nurse  practitioners  are  graduates 
of  a special  type  of  clinical  program  which  pro- 
vides nurses  with  extensive  clinical  skills  in 
assessment  and  intervention.  These  nurses 
work  in  collaboration  with  physicians  and  are 
primary  therapists  for  patients  with  discrete 
kinds  of  conditions.  Nurse-practitioner  pro- 
grams have  proved  particularly  valuable  in 
states  with  widely  distributed  rural  popula- 
tions similar  to  Iowa.  Presently,  there  are  no 
psychiatric  nurse  practitioner  programs  avail- 
able in  this  state,  although  the  Iowa  Mental 
Health  Authority  and  The  University  of  Iowa 
have  been  investigating  the  feasibility  of  such  a 
program. 

A select  number  of  psychiatric-mental 
health  nurses  have  established  themselves  in 
private  practice  in  Iowa.  Some  specialize  in  the 
area  of  marriage  and  family  counseling  while 
others  see  a broader  range  of  patients  in  their 
case  load.  Some  nurses  work  in  multidiscipli- 
nary group  practice  settings  with  physicians, 
social  workers  and  psychologists,  while  others 
are  independent. 

CERTIFICATION 

The  American  Nurses'  Association  has  a cer- 
tification process  for  psychiatric  nurses,  similar 
to  medical  specialty  boards.  To  be  certified, 
nurses  must  successfully  complete  an  exam 
which  test  2 areas,  indirect  practice  roles  and 
direct  practice  roles.  The  indirect  practice  exam 
tests  knowledge  in  education,  administration. 


supervision,  consultation  and  research.  The 
direct  practice  exam  tests  skill  in  assessment, 
planning,  treatment  and  evaluation,  as  well  as 
examining  theoretical  aspects  of  psychiatry. 
Treatment  modalities  such  as  individual, 
group,  family  and  milieu  therapy  are  ex- 
amined. Questions  relate  to  inpatient  and  in- 
stitutional practice  as  well  as  outpatient,  com- 
munity and  office  practice.  Developmental  and 
situational  problems  test  knowledge  of  young 
adults  through  the  aged  in  emergency,  acute 
and  chronic  situations.  To  be  certified  a nurse 
must  demonstrate  knowledge  of  at  least  10  ma- 
jor theoretical  areas,  with  an  equal  emphasis 
on  the  application  of  these  theories  to  psychiat- 
ric nursing  practice. 

Several  master's  prepared  psychiatric  nurses 
in  the  State  of  Iowa  have  taken  this  clinical 
specialist  certification  exam,  and  many  more 
are  preparing  to  do  so  in  the  near  future.  The 
physician  who  employs  or  works  with  a 
psychiatric  nurse  who  has  successfully  com- 
pleted this  exam  can  be  certain  of  his/her  ability 
to  provide  counseling,  psychotherapy,  crisis 
intervention  and  patient  education  in  a variety 
of  treatment  settings,  from  several  theoretical 
perspectives,  utilizing  multiple  treatment 
approaches.  There  are  states  moving  toward 
certification  as  a prerequisite  for  third  party 
payment  for  nursing  services,  although  this  is 
not  yet  the  case  in  Iowa. 

Psychiatric-mental  health  nursing  in  Iowa 
has  evolved  from  a custodial  form  of  practice 
into  one  that  now  utilizes  sophisticated  theory 
and  research  on  which  to  base  the  practice  of 
nursing.  In  Iowa,  psychiatric-mental  health 
nurses  are  increasingly  recognized  for  their 
contributions.  Unfortunately,  the  demand  for 
nurses  far  exceeds  the  present  supply  and 
there  are  many  unfilled  positions.  Psychiatric 
mental  health  nursing  is  unique  in  that  it  com- 
bines concepts  from  psycho-social  and  bio- 
physical theory  into  an  integrated  practice  of 
nursing. 
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REFRESHER  COURSE  FOR  THE  FAMILY  PHYSICIAN  March  9-12 


The  1982  Refresher  Course  for  the  Family 
Physician  will  occur  in  Iowa  City  March 
9-12  under  sponsorship  of  the  University  of 
Iowa  College  of  Medicine  Office  of  Continuing 
Medical  Education  and  the  Department  of 
Family  Practice  and  the  Iowa  Academy  of 
Family  Physicians. 

The  FP  course  is  accredited  for  27  hours  by  the 
American  Academy  of  Family  Physicians  and 
for  the  same  amount  of  Category  I credit  to- 
ward the  AMA  Physicians'  Recognition 
Award.  The  University  of  Iowa  awards  2.7 
continuing  education  units  for  the  full  pro- 
gram. Additional  information  is  available  from 
the  Office  of  Continuing  Medical  Education, 
U.  of  I.  College  of  Medicine,  Iowa  City,  Iowa 
52242.  Telephone  319/353-5763. 

The  1982  Refresher  Course  will  give  family 
physicians  a stimulating  and  practice-oriented 
look  at  what  is  new  in  medical  thinking,  and  a 
chance  to  brush  up  on  what  is  old.  Practical 
applications  will  be  emphasized.  Brief  lectures, 
panels,  small-group  discussions  and  work- 
shops, question  and  answer  periods,  lunches 
with  the  experts,  printed  course  syllabuses, 
self-assessment  quizzes,  basic  CPR  certifica- 
tion — all  of  these  will  be  available  in  a fast- 
moving  and  useful  educational  program. 

Unless  you  are  currently  certified  in  basic 
cardiopulmonary  resuscitation,  registrants  are 
urged  to  become  certified  while  attending  the 
course. 

The  opportunity  to  have  a complete  physical 
examination  will  be  repeated  again  this  year. 
Advance  notice  of  appointments  will  be  mailed 
to  the  participants. 


Among  the  1982  program  topics  are  — What 
You  Should  Know  About  Reyes'  Syndrome,  Dizzi- 
ness in  the  Elderly  — or  in  Anybody,  Medical  Con- 
sequences of  Nuclear  War,  Neiv  Drugs  Replacing 
Old,  Early  Detection  of  Colorectal  and  Other  Can- 
cers, Bedwetting,  What  Should  Guide  the  Choice  of 
a Birth  Control  Pill,  Does  Cimetidine  Deserve  to  be 
the  Most  Prescribed  Drug?,  Review  of  New  Cardiac 
Drugs,  Determining  Disability,  Using  Small  Com- 
puters in  the  Office,  Care  of  Common  Hand  In- 
juries, Coping  With  Unexpected  Obstetrical  Com- 
plications, Update  on  Renal  Medicine,  The  Family 
Physician's  Role  in  Giving  Chemotherapy , and 
Farm  Health  Hazards. 


The  Refresher  Course  is  accredited  for  27  hours  by  the 
American  Academy  of  Family  Physicians  and  for  the 
same  amount  of  Category  I credit  toward  the  AMA 
Physicians'  Recognition  Award. 


A special  program  will  be  offered  this  year 
for  physician  spouses  who  are  nurses  and  who 
may  wish  some  accredited  nursing  education. 
The  University  of  Iowa  will  award  0.6  con- 
tinuing education  unit  to  nurses  for  the  pro- 
gram on  March  9 entitled,  "First  Year  of  Life:  A 
Time  to  Wonder,"  and  0.3  CE  unit  for  the  two 
programs  on  March  11,  "Hidden  Alcoholic: 
Recognition  and  Effective  Treatment,"  and 
"Anorexia  Nervosa." 

Registrants'  spouses  are  cordially  invited  to 
attend  all  programs.  The  FP  Refresher  Course 
begins  at  8:15  a.m.  on  Tuesday,  March  9,  and 
continues  until  adjournment  at  3 p.m.  on  Fri- 
day, March  12. 
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— YOUR  FIRST  STEP  TO  FIRST  QUALITY  PROTECTION  — 

CONTACT  FIELD  REPRESENTATIVE 

Des  Moines  Office 
L.  ROGER  GARNER 

Suite  506,  Merle  Hay  Tower,  3800  Merle  Hay  Road 
(515)  276-6202 

Mailing  Address:  P.O.  Box  3556,  Urbandale  Station,  Des  Moines,  Iowa  50322 
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COMMENTING 

EDITORIALLY 

MARION  E.  ALBERTS,  M.D. 
SCIENTIFIC  EDITOR 


LOVE 

Oh,  if  it  be  to  choose  and  call  thee  mine, 

Love,  thou  art  every  day  my  Valentine. 

— Thomas  Hood 

It  is  appropriate  for  Valentine's  Day  to  be  in 
February.  The  miseries  of  cold  winds,  ice 
and  snow,  colds  and  coughs,  and  the  desire  for 
green  grass  and  fragrant  flowers  reach  a peak 
in  February.  Love  springs  forth  on  this  occa- 
sion, and  it  is  fitting  to  express  our  thoughts 
and  feelings  for  those  of  whom  we  are  fond. 

Love  is  a word  denoting  a feeling  of  deep 
affection.  One  of  my  pet  peeves  is  the  applica- 
tion of  this  special  word  to  an  inanimate  object. 
To  me  to  "love"  an  article  of  clothing,  or  an 
object  of  art,  is  a malapropism.  We  may  like 
such  an  item,  but  love  is  special,  a feeling  of 
affection,  however  that  feeling  may  be  rend- 
ered. 

My  older  readers  will  recall  the  lacy  valen- 
tines; yes,  even  the  comic  ones  of  yesteryears. 
You  senior  colleagues  will  recall  also  the 
"memory  books"  that  we  used  to  express  spe- 


cial thoughts  to  our  friends.  Some  of  the  en- 
tries were,  of  course,  childish,  silly  and  frivo- 
lous; yet,  often  there  was  true  sentiment  of  a 
loving  nature.  Some  entries  were  downright 
mushy.  Remember  "Roses  are  red.  Violets  are 
blue.  Sugar  is  sweet,  and  so  are  you"?  Those 
memory  books  served  a distinct  purpose  in  our 
lives.  We  could  express  ourselves  in  a way  that 
perhaps  would  be  less  embarrassing  at  the  mo- 
ment. 

The  memories  of  those  little  books  is  im- 
mense. I still  have  one  that  takes  my  memories 
back  to  the  mid-thirties  when  I was  in  grade 
school.  That  little  loose-leaf  book  with  multi- 
colored pages  has  numerous  short  sentimental 
passages  that  help  recall  persons  who  other- 
wise might  be  forgotten;  some  are  no  longer 
living,  and  some  are  still  in  contact  to  share  a 
smile  or  laugh  over  the  writings  of  our  youth. 
Some  of  the  entries  were  indeed  silly  or  frivo- 
lous, but  memories  of  good  things  and  times 
remain.  Some  entries  are  by  former  grade 
school  teachers  who  played  great  roles  in  guid- 
ing my  destiny;  some  entries  are  by  persons 
whom  I no  longer  recall.  Surely  the  most  pre- 
cious entry  is  on  the  last  page: 

I glance  these  pages  o'er  and  o'er 

To  see  what  others  have  written  before; 

And  on  this  quiet  spot  1 will  simply  write  — 

Forget  me  not. 

— Mother 

There  is  much  room  in  this  world  for  love. 
February  14  reminds  us  to  express  our  love  to 
each  other,  and  especially  to  the  ones  most 
dear.  Candies,  flowers,  or  fancy  greeting  cards 
are  nice,  but  not  always  necessary.  Valentine's 
Day  is  special.  Three  little  words  may  be  more 
significant  than  the  material  things.  Use  them. 
I will.  I love  you.  — M.E.A. 


RECENT  BOOKS 


THE  HUMAN  PATIENT,  1980,  by  Naomi  Re- 
men. Anchor  Press/Doubleday  & Co.  Inc., 
New  York.  Price.  $10.95. 


THE  DOCTOR'S  CASE  AGAINST  THE  PILL, 
1980,  by  Barbara  Seaman.  Doubleday  & Co. 
Inc.,  New  York.  Price,  $6.50. 

MESMERISM:  A TRANSLATION  OF  THE 
ORIGINAL  MEDICAL  AND  SCIENTIFIC 
WRITINGS  OF  F.  A.  MESMER,  by  George  J. 
Block.  William  Kaufmann,  Inc.,  Los  Altos, 
California.  Price,  $10.00. 


PRISONERS  OF  PAIN,  1980,  by  Arthur  Janor. 
Anchor  Press/Doubleday  & Co.  Inc.,  New 
York.  Price,  $11.95. 

SEX  BY  PRESCRIPTION,  1980,  by  Thomas 
Szasz.  Doubleday  & Co.  Inc.,  New  York.  Price, 
$10.95. 
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Additional  information  available 
to  the  profession  on  request. 
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Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
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OUR  MAN 
ON 

EDUCATION 

RICHARD  M.  CAPLAN,  M.D. 


CELESTIAL  AND  EDUCATIONAL 
VOIDS 


Two  items  crossed  my  threshold  today, 
totally  independent  events  but  remarkably 
related.  The  first  was  a compilation  of  aphor- 
isms assembled  by  Dr.  David  Youel,  director  of 
CME  for  the  University  of  Michigan,  who  gave 
them  to  attendees  at  a CME  conference  spon- 
sored by  the  AMA.  From  that  list  these  two 
struck  my  fancy:  1)  "Knowledge  is  like  the 
universe:  mostly  nothing,  with  a few  widely 
scattered  islands  of  matter  and  energy";  and  2) 
"E  = me2.  It  takes  an  immense  amount  of 
energy  to  produce  one  bit  that  matters.  But  one 
bit  that  matters  can  release  an  awesome  explo- 
sion of  energy." 

The  second  item  was  a newspaper  account 
of  the  discovery  by  astronomers  at  three  major 
observatories  that  there  exists  "out  there" 
(where  they  keep  looking)  an  immense  void  so 
large  it  would  make  up  about  one  percent  of 
the  observable  universe.  There  seems  to  be  a 
huge  "hole"  in  space,  about  300  million  light 
years  wide,  in  which  the  average  density  of 
material  seems  to  be  only  one-tenth  that  of  the 
universe  as  a whole.  The  astronomers  are  puz- 
zled and  vexed  by  the  finding  and  are  even 
supposing  that  it  throws  into  question  the  cur- 
rent beliefs  about  the  origin  of  the  universe. 
Well,  that's  how  it  is  with  lots  of  cherished 
beliefs.  Maybe  if  those  astronomers  had  been 

Dr.  Caplan  is  Associate  Dean  for  Continuing  Medical  Education  at  The 
University  of  Iowa  College  of  Medicine. 


spending  part  of  their  time  in  the  world  of 
CME  they  might  not  have  felt  so  amazed  and 
rattled  by  their  finding.  For,  to  one  who  keeps 
peering  hard  into  it,  the  world  of  educational 
"space"  often  seems  to  involve  an  immense 
amount  of  void,  a nothingness  dotted  only 
here  and  there  with  a concretion  of  substance 
otherwise  known  as  a "pearl."  I puzzle  at  two 
things:  1)  that  only  now  did  those  astronomers 
discover  such  an  immense  hole  — after  all,  1% 
of  the  universe  is  not  exactly  a trifle,  and  2)  that 
some  CME  zealots  speak  as  if  CME  ought  to 
pay  off  so  richly  that  one  might  as  readily  walk 
across  educational  space  on  a constant  stream 
of  new  learning  as  step  across  a Colorado  trout 
stream  on  the  exposed  rocks. 


. . .to  one  who  keeps  peering  hard  into  it,  the 
world  of  educational  "space"  often  seems  to 
involve  an  immense  amount  of  void,  a 
nothingness  dotted  only  here  and  there  with 
a concretion  of  substance  otherwise  known 
as  a "pearl." 


What  answer  can  there  be  for  either  of  these 
puzzlements?  I conjecture  it  has  to  do  with  the 
measuring  instruments.  In  spite  of  the  marvels 
of  modern  astronomy,  only  now  have  the  in- 
struments and  techniques  appeared  to  make  it 
possible  to  discover  even  so  massive  a void  in 
the  firmament.  And  similarly,  we  have  yet  to 
develop  tools  of  educational  measurement  so 
accurate  and  efficient  that  they  can  regularly 
and  easily  measure  the  causes  and  effects  of 
educational  efforts.  Galileo  was  probably  pret- 
ty excited  at  finding  four  moons  around  Jupi- 
ter. And  it  was  only  in  1929  that  Pluto  was 
found  to  be  the  outermost  planet  of  our  solar 
system.  "Outermost?"  — it  is  to  laugh! 

The  human  eye  is  a marvellous  instrument, 
yet  it  detects  electromagnetic  waves  only  if 
they  lie  in  the  region  of  400-700  nm  — splen- 
did, but  operative  in  an  exceedingly  narrow 
range.  Maybe  new  instruments  will  one  day 
permit  the  astronomers  to  realize  there's  some- 
thing more  in  that  void  than  they  thought. 
Likewise,  I predict  we  will  gradually  develop 
and  accept  new  measures  for  assessing  the 
value  of  our  prodigious  effort  in  CME. 

And  what  about  E = me2?  Well,  everybody 
knows  how  true  that  is. 
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DRUG  THERAPY  REVIEW 


UNIVERSITY  OF  IOWA 
HOSPITALS  AND  CLINICS 


REYNOLD  SPECTOR,  M.D.,  Editor 


THE  RATIONAL  USE  OF 
LITHIUM 


Since  its  release  in  1970,  lithium  carbonate 
has  been  utilized  extensively,  not  only  in 
the  treatment  of  manic  episodes,  but  for  a vari- 
ety of  other  psychiatric  and  medical  disorders 
as  well.  However,  diverse  side  effects  and 
potentially  serious  toxicity  may  accompany 
lithium  administration.  Consequently,  the 
rational  use  of  lithium  requires  a working 
knowledge  of  its  pharmacology,  clinical  indica- 
tions, dosage,  side  effects  and  toxicity. 

PHARMACOLOGY 

Lithium  is  rapidly  and  completely  absorbed 
from  the  gastrointestinal  tract,  attaining  peak 
serum  levels  in  1 to  3 hours.  It  is  not  protein 
bound  and  is  widely  distributed  throughout 
the  body,  although  at  nonuniform  rates  and 
along  different  concentration  gradients.  A 
serum-tissue  steady  state  is  achieved  after 
several  days. 

Lithium  is  excreted  almost  entirely  by  the 
kidneys  and  has  a half-life  of  elimination  of  24 
hours.  Approximately  75%  of  filtered  lithium  is 
reabsorbed  by  the  proximal  tubule  and  loop  of 


This  information  for  Iowa  physicians  is  furnished  and  sponsored  by  the 
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Henle  in  much  the  same  way  as  sodium.  Con- 
sequently, ingestion  of  a large  quantity  of  salt 
increases  renal  sodium  and  lithium  excretion 
and  may  necessitate  an  increase  in  lithium 
dose  in  order  to  maintain  therapeutic  levels. 
Conversely,  any  stimulus  of  proximal  sodium 
reabsorption,  such  as  dietary  restriction,  de- 
hydration, or  edematous  disorders,  will  pro- 
duce lithium  retention  and  an  increased  serum 
lithium  level.  Consistent  with  these  findings  is 
the  evidence  that  thiazide  diuretics,  by  inhibit- 
ing distal  sodium  reabsorption  and,  after 
volume  contraction,  stimulating  proximal 
sodium  and  lithium  reabsorption,  may  in- 
crease serum  lithium  levels  25-60%/  Fu- 
rosemide,  however,  does  not  appear  to  signifi- 
cantly affect  lithium  excretion.  The  proximal 
reabsorption  of  lithium  stimulated  by  the 
sodium-depleting  action  of  furosemide  is 
counterbalanced  by  its  blockage  of  lithium 
reabsorption  in  the  loop  of  Henle.  Thus,  the 
use  of  furosemide  may  not  require  modifica- 
tion of  the  lithium  dose.2 

CLINICAL  INDICATIONS  FOR  USE 

The  effectiveness  of  lithium  in  the  treatment 
of  manic  episodes  has  been  demonstrated  in  a 
number  of  controlled  trials.  Longitudinal  stud- 
ies have  confirmed  its  efficacy  in  preventing 
recurrence  of  the  manic  phase  of  bipolar  dis- 
orders and  have  strongly  suggested  a prophy- 
lactic effect  against  the  depressive  phase.  In 
addition,  limited  trials  have  shown  a possible 
effectiveness  of  lithium  in  the  treatment  and 
prophylaxis  of  unipolar  depression.  Other 
conditions  in  which  lithium  therapy  may  pos- 
sibly be  useful  include  cluster  headaches, 
hyperthyroidism,  neutropenia  associated  with 
either  chemotherapy  or  Felty's  syndrome, 
chronic  alcoholism  and  impulsive  aggression. 

DOSAGE 

Before  initiating  lithium  therapy,  an  evalua- 
tion of  the  patient,  including  thorough  neuro- 
logic examination,  serum  electrolytes  and 
creatinine,  urinalysis,  thyroid  function  stu- 
dies, and  electrocardiogram  should  be 
obtained.  This  baseline  information  is  neces- 
sary for  the  assessment  of  possible  future  side 
effects. 

The  usual  starting  dose  of  lithium  carbonate 
for  acute  mania  is  1200  to  1800  mg  per  day,  but 
the  dose  must  be  individualized.  The  serum 
lithium  level  obtained  24  hours  after  a single 
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600  mg  dose  may  be  predictive  of  the  indi- 
vidual's dosage  requirement.3  Lithium  must 
be  given  in  divided  doses  to  avoid  side  effects 
associated  with  transiently  high  serum  levels. 

Initially,  serum  lithium  levels  should  be 
obtained  2 to  3 times  a week.  Once  therapeutic 
serum  levels  have  consistently  been  achieved, 
the  interval  between  measurements  can  then 
be  gradually  extended  to  several  months. 
Although  opinions  differ,  therapeutic  levels 
are  usually  considered  to  be  0.6  to  1.4  mEq/1. 
These  values  are  for  the  standardized  serum 
lithium  level,  which  is  drawn  12  hours  after  the 
last  dose. 

SIDE  EFFECTS  AND  TOXICITY 

The  most  common  neurologic  side  effect  of 
lithium  is  a fine  tremor,  which  occurs  in  over 
50%  of  patients.  Incidence  of  the  tremor  usual- 
ly decreases  with  time  during  maintenance 
lithium  therapy.  Lightheadedness,  muscular 
weakness,  rigidity  and  impaired  concentration 
and  memory  are  other  neurologic  side  effects 
which  are  usually  transient  or  mild.  Manifesta- 
tions of  lithium  neurotoxicity  include  the  fol- 
lowing: lethargy,  confusion,  hallucinations, 
dysarthria,  ataxia,  nystagmus,  choreoatheto- 
sis,  paralysis  and  abnormal  reflexes.4  In  cases 
of  severe  toxicity,  convulsions,  coma  and 
death  may  follow. 

Impaired  renal  concentrating  capacity,  man- 
ifested by  polyuria  with  secondary  polydipsia, 
occurs  in  10  to  40%  of  lithium-treated  patients. 
This  effect  appears  to  be  due  to  a variable  de- 
gree of  nephrogenic  diabetes  insipidus,  since 
lithium  has  been  shown  to  interfere  with  the 
anti-diuretic  hormone  activation  of  adenyl  cy- 
clase in  the  distal  tubule  and  collecting  duct.5 
While  usually  reversible,  the  impairment  in 
concentrating  capacity  may  persist  for  longer 
than  12  months  after  lithium  is  discontinued. 

In  the  past  several  years,  renal  biopsy  stud- 
ies have  revealed  evidence  of  nephron  atro- 
phy, interstitial  fibrosis,  and  sclerotic  glomeru- 
li in  patients  on  long-term  lithium  therapy.  In 
addition,  case  reports  of  interstitial  nephritis 
and  azotemia  associated  with  lithium  therapy 
have  recently  appeared.6  However,  there  has 
been  no  evidence  in  longitudinal  studies  that 
10  to  15  years  of  continuous  lithium  treatment 
leads  to  a progressive  decline  in  glomerular 
function.7 

Clinical  hypothyroidism  occurs  in  approx- 
imately 3%  of  patients  on  lithium,  although  the 
prevalence  of  an  elevated  thyroid-stimulating 


hormone  may  be  10  to  20%.  Additional  endo- 
crinologic  side  effects  of  lithium  include  mild 
hyperparathyroidism,  weight  gain,  and  a 
possible  insulinlike  effect.  However,  de- 
creased glucose  tolerance  has  also  been  re- 
ported in  patients  receiving  lithium. 

Although  lithium  is  frequently  considered  to 
be  contraindicated  in  patients  with  cardiac  dis- 
ease, there  is  actually  little  data  to  support  this 
claim.  Concern  regarding  the  possible  car- 
diotoxicity  of  lithium  arose  when,  following  its 
uncontrolled  use  as  a salt  substitute  in  the 
1940s,  a number  of  fatal  cases  of  lithium  toxic- 
ity occurred.  In  some  of  these  patients,  the 
terminal  phases  of  coma  were  complicated  by 
hypotension  and  arrhythmias.  Subsequent 
studies,  however,  have  shown  only  that 
lithium  produces  a reversible  T-wave  depres- 
sion on  the  electrocardiogram.  There  is  also 
equivocal  evidence  of  lithium-induced  in- 
creased frequency  of  premature  ventricular 
contractions  in  certain  individuals,  and  there 
have  been  12  case  reports  of  sinus  node  dys- 
function associated  with  lithium  therapy.  Con- 
sequently, there  appears  to  be  inadequate  data 
to  contraindicate  the  use  of  lithium  in  patients 
with  cardiac  disease.  However,  it  should  be 
remembered  that  these  patients  may  be  at  in- 
creased risk  of  lithium  toxicity  because  of  the 
concomitant  use  of  diuretics  or  salt  restriction. 
In  addition,  patients  with  preexisting  ventricu- 
lar arrhythmias  or  sinus  node  dysfunction 
should  be  followed  closely.8 

Additional  side  effects  of  lithium  may  in- 
clude nausea,  vomiting,  diarrhea,  a reversible 
granulocytosis  and  exacerbation  of  psoriasis. 
Animal  studies  have  shown  lithium  to  be  tera- 
togenic in  several  species,  and  it  may  be  tera- 
togenic in  humans.  An  increased  incidence  of 
Ebstein's  anomaly  has  been  reported  in  the 
children  of  lithium-using  mothers.9  Conse- 
quently, lithium  use  should  be  avoided  during 
the  first  trimester  of  pregnancy. 

MANAGEMENT  OF  TOXICITY 

Lithium  toxicity  is  frequently  heralded  by 
gastrointestinal  symptoms  followed  by 
apathy,  drowsiness  and  the  other  neurologic 
manifestations  previously  listed. Toxicity  is 
usually  associated  with  lithium  levels  of  great- 
er than  1.5  to  2.0  mEq/1,  and  it  appears  that  the 
severity  of  lithium  poisoning  correlates  with 
both  the  magnitude  and  duration  of  the  ele- 
(Please  turn  to  page  74) 
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WORKSITE  INTERVENTION 
PROGRAM 


For  the  past  9 months,  Iowa  State  Health 
Department  employees  have  served  as 
guinea  pigs  for  Iowa's  Health  Awareness  Pro- 
gram (IHAP).  During  this  time,  78%  or  188  of 
the  240  Health  Department  employees  have 
bled,  sweat,  and  polished  the  soles  of  their 
shoes  in  search  of  “wellness/'  The  program 
enjoyed  the  support  of  the  Governor  and  the 
Commissioner  of  Health  and  has  provided  a 
means  to  refine  and  upgrade  our  approach  to 
other  agencies. 

While  the  program's  approach  and  content 
are  still  evolving,  the  basic,  long-term  objec- 
tives are: 

1.  A commitment  by  employees  to  change  or 
moderate  lifestyles, 

2.  A commitment  by  families  and  friends  of  em- 
ployees to  change  or  modify  their  lifestyles, 

3.  A significant  gain  in  "lifestyle  points"  as  de- 
termined by  our  Lifestyle  Profile  Test. 

Likewise,  our  short-term  objectives  are: 

1.  Identifying  employees  who  are  hidden 
hypertensives, 

2.  Identifying  employees  in  need  of  dietary 
changes  to  lower  their  cholesterol  and  triglyceride 
levels,  and 

3.  Identifying  employees  in  need  of  participation 
in  physical  exercise. 

While  these  goals  are  short  and  simple,  they 

This  information  on  public  health  matters  is  furnished  and  sponsored 
by  the  Iowa  State  Department  of  Health. 


also  appear  achievable.  At  this  time  the  only 
program  currently  in  operation  is  in  the  State 
Health  Department.  However,  1,200  em- 
ployees of  the  Department  of  Transportation 
and  400  employees  of  the  Department  of  Rev- 
enue will  begin  an  intervention  program.  Our 
goal  is  to  add  2 additional  agencies  every  6 
months,  until  the  entire  state  government  is 
involved. 

The  program  has  4 phases: 

Phase  I is  the  Introduction.  This  starts  with 
obtaining  the  cooperation  of  the  head  of  the 
agency  and  the  establishment  of  a working 
committee  within  the  agency  to  coordinate 
activities.  The  program  is  then  introduced  to 
the  employees  through  the  agency's  newslet- 
ters, posters,  pay  check  inserts,  etc.  The  con- 
cept and  objectives  of  the  program  are  indi- 
cated and  the  opportunity  is  given  to  partici- 
pate in  an  agency-wide  confidential  Attitude 
and  Prevalence  Survey.  This  survey  estab- 
lishes baseline  data  for  the  agency  in  the  6 
health-risk  areas:  nutrition,  physical  fitness, 
stress,  hypertension,  smoking  and  alcohol, 
and  (more  important  for  the  program)  to 
stimulate  employee  interest  in  joining  the 
program.  Survey  results  are  key-punched  by 
the  agency,  fed  into  the  Health  Department's 
computer  and  published.  An  IHAP  booklet, 
personalized  with  the  individual's  test  in- 
formation, is  provided  to  each  employee. 

The  second  phase  is  a medical/physical 
assessment  of  interested  employees.  The  tests 
are  performed  by  personnel  from  the  State 
Health  Department  and  a local  hospital.  A 
nominal  charge  is  made  to  employees  for  the 
blood  work  and  the  analysis.  The  results  are 
provided  to  the  employees  which  they  enter  in 
their  IHAP  book. 

The  tests  conducted  are:  1)  blood  pressure, 
2)  resting  pulse,  3)  skinfold,  4)  flexibility,  5)  the 
Kasch  step  test,  and  6)  3 blood  tests;  cholester- 
ol, triglycerides,  HDL  levels. 

Employees  found  “at  risk”  are  referred  to 
their  physician  for  further  medical  follow-up. 
Repeat  testing  is  offered  monthly  at  no  charge 
for  employees  with  high  blood  pressure  and  in 
6 months  for  those  with  elevated  blood  lipid 
levels. 

The  third  phase  is  the  intervention  or  educa- 
tional phase  and  proceeds  naturally  from  the 
medical/physical  assessment.  However,  be- 
fore going  into  detail  about  the  educational 


72  / Journal  of  Iowa  Medical  Society 


program,  I should  mention  that  in  Iowa,  the 
state  program  has  3 constraints  placed  on  it. 

1.  The  program  must  be  entirely  voluntary  and 
only  peer  pressure  may  be  applied  to  encourage  join- 
ing. 

2.  No  work  time  may  be  used  for  conducting  the 
program.  The  employees  receive  two  breaks,  which 
are  15  minutes  each,  and  a lunch  period  of  30  min- 
utes. Most  employees  are  unable  to  arrive  early  or 
stay  late  on  a regular  basis.  As  an  accomodation  to 
the  program,  management  has  allowed  attendees  of 
our  Lunch  and  Learns  to  give  up  one  break  and 
extend  their  lunch  time  to  45  minutes. 

3.  Facilities  are  limited  (one  shower  in  the  entire 
complex)  to  nonexistent.  With  the  exception  of  con- 
necting tunnels  between  the  5 state  buildings  there 
are  no  indoor  facilities  available  for  exercise. 

4.  No  department  funds  are  available  for  any 
extracurricular  activity. 

The  first  session  of  the  Educational/In- 
tervention Program  is  a Lunch  and  Learn  ses- 
sion. This  consists  of  an  explanation  of  the 
employees'  test  results,  especially  the  blood 
tests,  by  a hospital  professional.  Following  the 
explanation  of  test  scores,  additional  Lunch 
and  Learns  are  conducted  covering  each  of  the 
six  high-risk  areas  and  based  on  the  activity 
interests  shown  on  the  survey.  A prime  com- 
ponent of  the  Lunch  and  Learns  sessions  is  a 
pre-  and  post-skills  and  knowledge  test  taken 
by  every  participant.  As  each  new  activity  ses- 
sion is  started,  intervention  support  groups  are 
formed  in  areas  in  which  employees  show  an 
interest.  The  groups  are  designed  to  bring 
together  employees  with  similar  problems,  in- 
terests and  goals. 

At  this  point  in  our  program,  between  50 
and  60  employees  remain  active  in  one  or  more 
of  the  support  groups.  The  most  popular  has 
been  the  walking/weight  loss  group  which  has 
been  divided  into  3 competing  teams.  In  2 
months,  the  3 groups  have  accumulated  over 
500  miles  during  breaks  and  lunch  time.  (They 
have,  however,  only  lost  a total  of  46  lbs.)  As  a 
warning,  some  have  even  gained  weight! 
Other  successful  groups  have  involved  weight 
control,  flexibility  and  hypertension.  The  bik- 
ing group  has  suffered  from  two  handicaps: 
weather  in  winter  and  safe  storage  for  cycles  in 
summer. 

Each  person  who  enters  a support  group 
signs  a contract  with  the  group,  setting  reason- 
able achievement  goals. 

The  fourth  and  final  phase  of  the  program  is 
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evaluating  both  the  program  and  the  indi- 
vidual. All  participants  are  asked  to  take  a 
second  Attitudinal  and  Prevalence  Test  9 
months  after  taking  the  first  test.  Persons  at 
risk  for  high  cholesterol  are  retested  in  4 
months  and  persons  with  high  blood  pressure 
every  2 weeks.  The  results  are  confidential  to 
the  participant  and  statistics  are  gathered  on 
the  overall  results.  Certain  positive  results  are 
already  evident.  Of  133  persons  receiving  the 
blood  test,  34  were  discovered  to  be  borderline 
or  "at  risk."  After  retesting,  14  persons  were 
identified  as  "at  risk"  and  are  currently  in  the 
program  under  a physician's  care.  Had  their 
problems  remained  undetected,  statistically  at 
least  one-half  could  expect  serious  problems. 
Not  only  would  this  represent  a loss  of  an 
experienced  employee,  but  the  "out-of- 
pocket"  costs  in  health  insurance,  sick  leave, 
hospitalizations,  etc.  would  have  expended,  in 
one  day,  the  entire  cost  of  the  intervention 
program  to  the  State  Health  Department  to 
date.  For  further  information  about  IHAP,  call 
515/281-6779  at  the  Iowa  State  Department  of 
Health. 
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December  1981  Morbidity  Report 


Disease 

Dec. 

1981 

Total 

1981 

to 

Date 

1980 

to 

Date 

Most  Dec.  Cases 
Reported  From 
These  Counties 

Amebiasis 

5 

24 

10 

Polk,  Boone,  Calhoun 

Brucellosis 

0 

7 

9 

Chickenpox 

802 

8651 

9360 

Linn,  Dubuque, 

Cytomegalovirus 

0 

29 

27 

Buena  Vista 

Eaton's  Agent 
infection 

18 

62 

20 

Polk,  Dubuque,  Linn 

Encephalitis,  viral 

4 

35 

37 

Mahaska,  Allamakee, 

Erythema 

infectiosum 

37 

1206 

449 

Mitchell 
Polk,  Wapello 

Gastroenteritis 

(GIV) 

2479 

18299 

20537 

Linn,  Polk,  Pottawattamie 

Giardiasis 

14 

141 

47 

Lyon,  Linn,  Johnson 

Hepatitis,  A 

14 

217 

214 

Keokuk,  Polk 

Hepatitis,  B 

10 

94 

105 

Polk,  Johnson,  Scott 

type  unspecified 

5 

59 

77 

Decatur,  Boone 

Herpes  Simplex 

15 

250 

117 

Johnson,  Linn 

Herpes  Zoster 

0 

8 

3 

Histoplasmosis 

2 

17 

28 

Black  Hawk,  Woodbury 

Infectious 

mononucleosis 

20 

299 

379 

Black  Hawk,  Linn 

Influenza, 

lab  confirmed 

0 

191 

110 

Influenza-like 
illness  (URI) 

5872 

65559 

64554 

Linn,  Pottawattamie, 

Meningitis 

aseptic 

3 

74 

75 

Shelby 

Polk 

bacterial 

25 

143 

125 

Scott,  Polk,  Linn 

meningococcal 

1 

27 

16 

Carroll 

Mumps 

24 

94 

62 

Linn,  Black  Hawk, 

Pertussis 

2 

9 

2 

Des  Moines 
Delaware 

Rabies  in  animals 

64 

889 

530 

Story,  Clinton,  Hardin 

Rheumatic  fever 

1 

10 

1 

Keokuk 

Rubella 

(German  measles) 

1 

5 

9 

Davis 

Measles 

0 

1 

20 

Salmonellosis 

26 

276 

184 

Bremer,  Des  Moines,  Dubuque 

Shigellosis 

5 

40 

56 

Polk,  Delaware,  Woodbury 

Tuberculosis 
total  ill 

8 

88 

90 

Polk,  Linn 

bact.  pos. 

6 

59 

65 

Polk,  Linn 

Venereal  diseases: 
Gonorrhea 

449 

5283 

5065 

Polk,  Black  Hawk,  Scott 

Syphilis 

14 

38 

34 

Polk,  Clay,  Union 

Laboratory  Virus  Diagnosis  Without  Specified  Clinical  Syndrome.-  Adenovirus 

— 2,  Howard,  1 , Lee,  1 , Polk,  1 , Winneshiek;  Guillain  Barre — 1 , Monona, 
1,  Washington;  Legionnaire's  Disease  — 1,  Benton,  1,  Cerro  Gordo,  3, 
Johnson,  1,  Marshall,  1,  Scott,  1,  Story,  1,  Van  Buren;  Reye  Syndrome  — 
1,  Delaware;  Leptospirosis  - — 1,  Muscatine;  Coxsackie  — 1,  Dubuque; 
Malaria  — 1,  Linn;  Campylobacter  — 1,  Black  Hawk,  1,  Clinton,  1, 
Delaware,  1,  Dubuque,  1,  Jasper,  1,  Johnson,  14,  Linn,  3,  Marshall,  11, 
Polk,  1 , Sioux,  1 , Tama,  1 , Webster,  2,  Woodbury;  Toxic  Shock  Syndrome 

— 1 , Polk,  1 , Pottawattamie,  2,  Scott;  Tularemia  — 1 , Pottawattamie. 


DRUG  THERAPY  REVIEW 
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vated  serum  concentration.  There  is,  however, 
a wide  range  of  individual  tolerance,  and  toxic- 
ity has  been  reported  with  standardized  12- 
hour  lithium  levels  in  the  therapeutic  range. 
Consequently,  when  making  therapeutic  deci- 
sions in  cases  of  lithium  toxicity,  it  is  important 
to  consider  not  only  the  serum  level  but  also 
the  neurologic  status  of  the  patient. 

Treatment  of  toxicity  is  usually  instituted 
with  saline  infusion,  although  an  increase  in 
lithium  excretion  may  not  result.  Treatment 
with  hemodialysis  should  be  considered  if  the 
standardized  serum  lithium  level  is  above  2.5 
mEq/1,  or  if  the  patient  has  significant  neuro- 
logic signs  or  symptoms.10 

Most  patients  recover  from  lithium  poison- 
ing, but  death  or  persistent  neurologic  or  renal 
dysfunction  is  not  uncommon. 


CONCLUSION 

There  are  multiple  adverse  effects  of  lithium, 
and  lithium  toxicity  may  be  life  threatening. 
Consequently,  lithium  should  be  used  only 
when  a significant  likelihood  of  therapeutic 
efficacy  exists.  Morbidity  due  to  lithium  can  be 
minimized  through  the  judicious  use  of  serum 
levels  and  careful  monitoring  for  evidence  of 
adverse  effects.  — David  A.  Lewis,  M.D.,  Resi- 
dent in  Internal  Medicine  and  Psychiatry. 
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Do  lawsuits  such  as  the  one  dramatized  have  to  happen? 

No,  says  /Etna  Life  & Casualty.  No,  says  the  Iowa  Medical 
Society. 

Not  when  you  take  advantage  of  the  educational  tools,  the 
claim  review  panels,  claim  tracking  and  analysis,  and  the 
claim  control  that  make  up  our  Risk  Management  service. 

This  service  was  designed  to  help  you  become  more 
aware  of  and  stay  current  with  the  potential  occu- 
pational and  legal  hazards  of  your  profession. 

Highly  acclaimed,  the  Risk  Management 
service  is  a vitally  important  feature  of  our 
total  Professional  Liability  Program  for 
Physicians  & Surgeons. 

Other  features  include:  liability  plus  prop- 
erty coverages,  no  Partnership/Corporation 
or  Employed  Physician  surcharges,  a Dividend 
Program  which  may  reduce  your  insurance 
costs*  24-hour  claim  service  in  your  state, 
personal  service  from  your  local  /Etna  agent, 
and  monthly  or  quarterly  payments . 

If  you’re  not  currently  insured  through  /Etna’s 
Professional  Liability  Program,  sponsored  by 
your  society,  it’s  easy  to  find  out  more  about  it. 

Contact  your  society  or  fill  out  the  coupon  below 
and  mail  to  Dale  Hoing,  /Etna  Life  & Casualty, 

611  Fifth  Avenue,  Des  Moines,  IA  50309.  Or  look 
up  your  nearest  /Etna  agent  in  the  Yellow  Pages. 


Without  obligation,  I’d  like  to  know  more  about  the 
Iowa  Medical  Society’s  total  Professional  Liability 
Program  for  Physicians,  administered  by  /Etna  Life  & 
Casualty. 

Name  or  Group 


Address 

City State ZIP 

My  present  insurance  expires  on 

Dividends  cannot  be  guaranteed  prior  to  being  declared  by  /Etna’s  Board  of  Directors. 
The  Automobile  Insurance  Company 
of  Hartford,  Connecticut. 


LI  FE&  CASUALTY 


MILLARD  K.  MILLS 
AND  COMPANY 

specializing  in 

COMPLETE  PRACTICE  SURVEYS 
GROUP  PRACTICE  MANAGEMENT 
PERSONNEL  MANAGEMENT 


Millard  K.  Mills,  Pres. 
Charter  Member:  Institute  of 
Certified  Professional  Business 
Consultants.  31  yrs.  experience 


226  Alta  Vista  Avenue 
Waterloo,  Iowa  50703  233-7444 


WANT  TO  BUY 
RARE 

COIN  & STAMP 
COLLECTIONS 

— Write  — 

Everett  R.  Huffer 
95  E.  Clark  St. 
Hiawatha,  Iowa  52233 

Appointments 

PHONE 

319/393-4264  or  319/848-4501 


ABOUT 

IOWA 

PHYSICIANS 


Dr.  Cecil  W.  Seibert,  Waterloo,  was  honored 
at  a recent  surprise  75th  birthday  party.  Dr. 
Vernon  Plager,  Waterloo,  was  master  of  cere- 
monies. Dr.  Seibert  was  president  of  the  Iowa 
Medical  Society  in  1969.  He  is  a past  president 
of  the  Black  Hawk  County  Medical  Society;  a 
founding  fellow  of  the  American  College  of 
Obstetricians  and  Gynecologists;  a past  presi- 
dent of  the  Iowa  Division  of  the  Society  of 
Obstetricians  and  Gynecologists;  and  a past 
president  of  the  Iowa  Division  of  the  American 
Cancer  Society,  in  addition  to  many  other 
medical  leadership  responsibilities.  He  has 
practiced  in  Waterloo  since  1937.  . . . Dr.  J.  H. 
Sunderbruch,  Davenport,  recently  received 
the  papal  Order  of  Knight  of  St.  Gregory.  The 
honor  was  conferred  on  Dr.  Sunderbruch  at  a 
special  mass  at  St.  Mary's  Church.  The  Order 
of  St.  Gregory  was  founded  in  1834  by  Pope 
Gregory  XVI  to  honor  outstanding  Catholics. 
Dr.  Sunderbruch  has  served  on  the  Assump- 
tion High  School  board  of  education  since 
1968.  He  chaired  the  1979  fund  drive  and  is 
co-chairman  of  the  current  Commitment  to  Ex- 
cellence drive.  He  started  the  Assumption 
Foundation  and  is  co-founder  of  the  Sunder- 
bruch-O'Donnell  Scholarship  Fund.  Dr.  Sun- 
derbruch has  been  team  physician  for 
Assumption  — and  its  predecessor  — St. 
Ambrose  Academy  — for  over  40  years.  He  has 
also  served  as  team  physician  for  St.  Ambrose 
College.  He  was  president  of  the  Iowa  Medical 
Society  in  1971.  He  has  practiced  in  Davenport 
since  1934.  . . . Dr.  Phil  Bryant  will  join  Dr. 
Richard  Myers  and  Dr.  John  Mochal  at  Medi- 
cal Associates  in  Independence  in  July.  Dr. 
Bryant  currently  is  completing  his  family  prac- 
tice residency  at  Iowa  Lutheran  Hospital  in 
Des  Moines. 
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Dr.  L.  E.  DeLucca,  Fort  Dodge,  was  guest 
speaker  at  a recent  meeting  of  the  Wright 


County  Medical  Society.  Dr.  DeLucca  spoke  on 
various  otolaryngology  techniques  and  proce- 
dures. . . . New  officers  of  the  Iowa  Society  of 
Allergy  and  Immunology  are  Dr.  Dennis  W. 
Rajtora,  Dubuque,  president;  Dr.  W.  James 
Metzger,  Iowa  City,  vice-president;  and  Dr. 
John  K.  Kammermeyer,  Iowa  City,  secretary- 
treasurer.  . . . Dr.  Clarence  H.  Denser,  Jr., 
Des  Moines,  has  been  named  president  of  the 
American  Pathology  Foundation.  Dr.  Denser 
is  chairman  of  the  IMS  Committee  on  Legisla- 
tion. 


Dr.  Craig  Bainbridge  and  Dr.  Larry  Foster, 

Sioux  City  physicians,  participated  in  a recent 
workshop  on  “Thermal  Injuries,"  at  St.  Luke's 
Medical  Center  in  Sioux  City.  . . . Dr.  A.  J. 
Gantz,  Greenfield,  was  honored  recently  by 
the  local  Chamber  of  Commerce  for  longtime 
service  to  the  Greenfield  Community  Develop- 
ment Corporation.  . . . Dr.  Edward  Mason, 
professor.  Department  of  Surgery,  U.  of  I. 
College  of  Medicine,  has  been  named  acting 
head  of  the  department.  . . . Dr.  Vasu  Arora 
recently  began  medical  practice  in  Garwin.  Dr. 


Arora  has  been  associated  with  the  Iowa  Veter- 
an's Home  in  Marshalltown.  . . . Dr.  Henry 
Corn,  retired  Des  Moines  pediatrician,  recent- 
ly was  honored  at  a reception  at  Tifereth  Israel 
Synagogue.  The  special  tribute  to  Dr.  Corn 
coincided  with  his  70th  birthday.  Many 
“second  generation"  patients  attended  the 
event. 


Dr.  Gerhard  T.  Schmunk  has  been  elected 
president  of  the  Clinton  County  Medical 
Society;  Dr.  John  O'Shea,  vice  president;  and 
Dr.  Preeti  Bhatia,  secretary-treasurer.  All  are 
Clinton  physicians.  . . . Dr.  Eduardo  Reveiz 
has  been  named  president  of  the  medical  staff 
at  Hamilton  County  Hospital,  Dr.  K.  Y.  Lee, 
vice  president;  and  Dr.  J.  X.  Latella,  secretary- 
treasurer.  . . . Dr.  MarkE.  Stelzer  will  join  Dr. 
E.  B.  Grossman  in  the  practice  of  surgery  in 
Orange  City  in  July.  Dr.  Stelzer  received  the 
M.D.  degree  at  the  University  of  Nebraska 
School  of  Medicine  and  is  currently  competing 
his  surgery  residency  in  Columbus,  Ohio.  . . . 
Dr.  Lowell  A.  Luhman  is  new  president  of  the 
medical  staff  at  Mercy  Hospital  in  Iowa  City. 
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HAWKEYE 

MEDICAL  SUPPLY  INC. 


FOR  ALL  YOUR  MEDICAL  SUPPLY  & HOME  CONVALESCENT  NEEDS 


Wheel  Chairs 
Hospital  Beds 
All  Purpose 
Commode  Chairs 
Walkers  — Commodes 
Dressings 


Surgical  Pads 
Combine  Roles 
Under  Pads 
Adult  Plastic  Pants 
Oxygen  Supplies 
Student  Supplies 


Instruments 
Diagnostic  Equip. 
Lab  Supplies 
Equip.  For  Exam 
Rooms 

Crutches  — Canes 


Back  Rests 
Traction  Equip. 
Whirlpool  Baths 
Catheters 
Plastic 
Disposables 


SALES  — LEASING  — SERVICE  — REPAIRS 
"After  the  Sale  . . . it's  the  Service  that  Counts." 


Call  FOR  INFORMATION:  Home  Office:  PH  319/337-3121 
Branch  Office:  PH  515/274-4015 


225  E.  Prentiss  St.  Iowa  City,  Iowa  52240 

5737  University  Avenue  Des  Moines,  Iowa  5031 1 


OTHER  STATES  IOWA  WATS 

1/800/553-6296  1/800/272-6448 
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Dr.  Luhman  is  a past  president  of  the  Johnson 
County  Medical  Society.  Other  officers  include 
— Dr.  James  Gardner,  president-elect;  Drs. 
James  Baumann,  J.  C.  Brown,  and  Kenneth 
Judiesch,  at-large  members  of  the  executive 
committee.  All  are  Iowa  City  physicians.  . . . 
Dr.  Garold  L.  Moyer,  Keokuk,  is  the  author  of 
a paper  entitled,  "Control  of  Hypertension  in  a 
Family  Practice  Model  Office,"  published  in 
the  December,  1981  issue  of  the  journal  of 
family  practice.  Dr.  Moyer  wrote  the  paper 
while  serving  his  family  practice  residency  at 
the  U.  of  I.  College  of  Medicine.  The  paper  was 
originally  presented  before  the  North  Amer- 
ican Primary  Care  Research  Group  at  Incline 
Village,  Nevada. 

Dr.  Robert  T.  Melgaard,  Dubuque,  has  been 
elected  to  the  board  of  trustees  of  the  American 
Group  Practice  Association.  Dr.  Melgaard  will 
serve  a 3-year  term  on  the  9-physician  board 
which  is  the  policy-making  body  and  council 
for  the  association.  . . . Dr.  James  Blessman, 
Des  Moines,  recently  presented  a workshop  on 
"Management  of  Chronic  Pain"  for  nursing 


personnel  at  Cass  County  Memorial  Hospital 
in  Atlantic.  Dr.  Blessman  is  medical  director  of 
the  pain  center  at  Northwest  Hospital  in  Des 
Moines.  . . . Dr.  Richard  L.  Carruthers, 
Davenport,  has  been  appointed  to  a 3-year 
term  on  the  Iowa  Board  of  Medical  Examiners 
by  Governor  Robert  Ray.  Dr.  Carruthers  is  the 
current  president  of  the  Scott  County  Society 
of  Osteopathic  Physicians  and  Surgeons. 


DEATHS 

Dr.  Roland  T.  Rohwer,  79,  longtime  Sioux  city 
physician,  died  December  12  at  a Sioux  City 
hospital.  Dr.  Rohwer  received  the  M.D.  degree 
at  Creighton  University  School  of  Medicine; 
interned  at  St.  Joseph  Hospital  in  Omaha, 
Nebraska,  and  served  a 2-year  fellowship  at 
the  Mayo  Clinic  in  Rochester,  Minnesota.  He 
began  medical  practice  in  Sioux  City  in  1937, 
retiring  in  1978.  Dr.  Rohwer  was  a life  member 
of  the  Iowa  Medical  Society. 


• OUTREACH  PROGRAMS 


CONTACT:  CENTRAL  IOWA  DIABETES  EDUCATION  CENTER 
1 425  WOODLAND  AVENUE 
DES  MOINES,  IOWA  50308 
515-283-5074 
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CLASSIFIED  ADVERTISING 


CLASSIFIED  ADVERTISING  RATE  — $2  per  line , $20  mini- 
mum per  insertion.  NO  CHARGE  TO  MEMBERS  OF  IOWA 
MEDICAL  SOCIETY.  Copy  deadline  — 1st  of  the  month 
preceding  publication. 


FOR  SALE  — OFFICE  EQUIPMENT  AT  BARGAIN  PRICES  — Wall 
cabinets,  floor  cabinets,  instrument  cabinets  with  glass  doors,  examin- 
ing chair  and  table,  several  instruments,  reception  room  furniture, 
lamps  and  various  supplies.  You  can  almost  name  your  own  price. 
Contact  David  C.  Carver,  M.D.,  224  East  Lake  Street,  Rockwell  City, 
Iowa  50579.  Phone  712/297-7508. 


WANTED  — GENERAL  SURGEON  — New  110-bed  hospital.  County 
seat  town  — serving  an  area  of  five  counties.  For  further  details,  please 
call  712/243-2850,  Extension  32. 


PHYSICIANS  WANTED  — Immediate  openings  for  2 physicians. 
Board  certified  or  board  eligible  psychiatrists  are  preferred.  General 
practitioners  with  interest  in  psychiatry  will  be  considered.  Salary 
$45,600  to  $58,200  depending  on  qualifications  and  experience.  Contact 
K.  V.  Shah,  M.D.,  Clinical  Director,  Clarinda  Mental  Health  Institute, 
Box  338,  Clarinda,  Iowa  51632.  Call  712/542-2161. 


FAMILY  PHYSICIAN  NEEDED  — Looking  for  family  physician  to 
join  2-man  group.  New  office  building  on  grounds  of  JCAH  accredited 
hospital.  Community  of  5,000  close  to  Cedar  Rapids  and  Iowa  City  for 
easy  referral.  Contact  John  L.  Bailey,  M.D.,  Broadway  Medical  Clinic, 
Anamosa,  Iowa  52205.  Phone  319/462-3571. 


SPECIALTY  PRACTITIONERS  — Good  opportunity  for  psychiatrist, 
general  surgeon,  internist  with  cardiology  interest,  and  orthopedist. 
Eight  family  practitioners  available  for  referral.  JCAH  accredited  103- 
bed  modern  hospital.  Up  to  date  staff  and  equipment.  Solid,  quiet 
community — 25,000  people  in  service  area.  Good  schools.  Pleasant,  safe 
life  style.  40  miles  equidistant  to  Madison  or  Milwaukee  via  interstate 
highway  system.  Contact  Leo  Bargielski,  Administrator,  Watertown 
Memorial  Hospital,  Watertown,  Wisconsin  53094-9990. 


HOW  MUCH  IS  YOUR  PRACTICE  WORTH  AS  A GOING  BUSI- 
NESS? For  more  information  on  valuing  or  selling  your  practice,  call 
FirstCare,  Inc.,  Office  Park  in  the  Bluffs,  Box  14114,  Kansas  City,  Mis- 
souri 64152.  816/587-1850. 


PRACTICE  OPPORTUNITIES  — Health  Resources  has  long-term 
career  opportunities  and  short-term  locum  tenens  positions  available. 
Please  send  CV  in  confidence  to:  Dr.  Ron  Hammerle,  Health  Resources, 
Ltd.,  River  Road  Professional  Bldg.,  Box  12220,  Kansas  City,  Missouri 
64152.  816/587-0920. 


FIFTY-PHYSICIAN  MULTI-SPECIALTY  CLINIC  — in  west  central 
Wisconsin  wants  cardiologist  (non-invasive),  neonatologist,  neurolo- 
gist, neurosurgeon,  orthopedic  surgeon,  and  otolaryngologist.  Excellent 
cultural,  educational,  and  recreational  facilities.  90  miles  from  Min- 
neapolis. Please  contact  James  R.  Jepson,  Administrator,  Midelfort  Clin- 
ic, Ltd.,  733  West  Clairemont  Avenue,  Eau  Claire,  Wisconsin  54702  or 
call  715/839-5266. 


FACULTY  MEMBER  FAMILY  PRACTICE  PROGRAM  — The  Black 
Hawk  Area  Medical  Education  Foundation  is  seeking  a Board  Certified 
Family  Physician  for  its  Family  Practice  Residency  Program  in  Waterloo, 
Iowa.  The  program  is  community-based,  affiliated  with  U.  of  I.  College 
of  Medicine,  and  part  of  Iowa  Network  of  Family  Practice  Residency 
Programs.  The  Waterloo  metro  population  is  125,000.  There  are  4 hospi- 
tals, and  a good  medical  specialty  representation.  Applicants  should 


have  M.D.  degree,  be  eligible  for  Iowa  licensure,  and  have  several  years 
of  practice  experience.  Duties  include  teaching  residents  patient  care, 
including  obstetrics,  and  also  providing  patient  care.  Other  duties  in- 
clude program  administration  and  assisting  in  research.  Salary  range  — 
$60,000  per  year — with  an  additional  20%  fringe  benefit  package.  Other 
fringe  benefits  relating  to  retirement,  moving  expenses,  and  continuing 
education  provided.  Please  submit  your  resume  to:  Charles  A.  Water- 
bury,  M.D.,  Program  Director,  Black  Hawk  Area  Medical  Education 
Foundation,  441  East  San  Maman  Drive,  Waterloo,  Iowa  50702.  319/ 
234-4419.  Equal  Opportunity  Employer. 


INTERNIST  — GENERALIST  — FAMILY  PRACTITIONER  — Posi- 
tion available  in  300-bed  active  psychiatric  rural  hospital.  Fully  JCAH 
accredited.  Three-year  Psychiatric  Residency  Program.  All  treatment 
modalities.  Numerous  affiliated  educational  programs.  Near  metropoli- 
tan and  recreational  areas.  Relaxed,  low  crime,  low  turmoil  area.  Salary 
range,  $47,902-$58,282  depending  upon  qualifications.  Good  fringe 
package  and  possibility  of  some  private  practice.  Position  involves 
directing  a 15-bed  medical-surgical  unit  and  provide  consultation  to 
psychiatric  staff.  Contact  Superintendent,  Mental  Health  Institute,  In- 
dependence, Iowa  50644.  Phone  319/334-2583. 


MEDICAL  DIRECTOR  — FULL  TIME  — To  supervise  patient  care  for 
15,000  family  planning  patients.  Must  have  experience  in  providing 
basic  gynecological  care,  and  experience  in  or  willing  to  be  trained  to 
provide  abortion  and  vasectomy  services.  Send  CV  to  Dr.  Joe  Hall, 
Planned  Parenthood  of  Mid-Iowa,  P.  O.  Box  4557,  Des  Moines,  Iowa 
50306. 


FOR  SALE  — COMPLETE  OFFICE  INVENTORY  — Includes  examining 
room  furniture,  waiting  room  and  office  furniture,  surgical  supplies  and 
instruments,  lab  equipment,  fire-resistant  file  cabinets,  etc.  Prices  low 
and  negotiable.  Contact  Dr.  F.  S.  Katzmann,  5144  Robertson  Drive,  Des 
Moines,  Iowa  50312.  Phone  515/279-3144. 
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PHYSICIANS’  DIRECTORY 


ALLERGY 


RICHARD  L.  COOLEY,  M.D. 
PARK  CLINIC 
MASON  CITY 
515/421-5677 

CARDIOLOGY 


CARDIOLOGY  CONSULTANTS,  P.C. 

A.  L.  CHUGHTAI,  M.D.,  F.A.C.C. 

M.  L.  KWATRA,  M.D. 

1028  FOURTH  STREET 
DES  MOINES  50314 
515/244-1352 
PRACTICE  LIMITED  TO 
CARDIOVASCULAR  DISEASES  — ALL 
INVASIVE  AND  NONINVASIVE 
PROCEDURES 

DERMATOLOGY 


ROBERT  J.  BARRY,  M.D. 

1030  FIFTH  AVE.,  S.E. 

CEDAR  RAPIDS  52403 
319/366-7541 

PRACTICE  LIMITED  TO  DISEASES, 
CANCER  AND  SURGERY  OF  SKIN 

ROGER  I.  CEILLEY,  M.D. 

J.  WILLIAM  HOLTZE,  M.D. 

1212  PLEASANT,  SUITE  402 
DES  MOINES  50309 
515/244-0136 

DERMATOLOGY,  DERMATOLOGIC 
SURGERY  AND  MOHS’ 
CHEMOSURGERY  FOR  SKIN  CANCER 

RANDALL  R.  MAHARRY,  M.D. 

1212  PLEASANT,  SUITE  406 
DES  MOINES  50309 
515/243-8676 

ROBERT  R.  SCHULZE,  M.D. 

3836  BEAVER 
DES  MOINES  50310 
515/277-6377 

DERMATOLOGY  AND  DERMATOLOGIC 
SURGERY 

S.  D.  MARTY,  M.D. 

P.  M.  SCHAP,  M.D. 

PARK  CLINIC 
MASON  CITY 
515/421-5620 

DERMATOPATHOLOGY 


ASSOCIATED  PATHOLOGISTS,  P.C. 
KINGSLEY  B.  GRANT,  M.D. 

DERMATOPATHOLOGY 

ROGER  C.  UNDO,  M.D. 

J.  MARTIN  JOHNSON,  M.D. 

1026  A.  AVENUE,  N.E. 

CEDAR  RAPIDS  52402 
319/369-7002 
ANATOMIC  AND  CLINICAL 
PATHOLOGY 


ELECTRODIAGNOSIS 


BURTON  STONE,  M.D. 

BURLINGTON  MEDICAL  CENTER 
2910  MADISON  AVENUE 
BURLINGTON  52601 
319/754-7841 

ELECTROMYOGRAPHY  & NERVE 
CONDUCTION  VELOCITY  STUDIES, 
PHYSICAL  MEDICINE  & 
REHABILITATION,  KLEIN 
REHABILITATION  UNIT 


GASTROENTEROLOGY 


DIAGNOSTIC  GASTROENTEROLOGY 
ASSOCIATES,  P.C. 

Y.  PRUSAK,  M.D. 

HARVEY  GILLER,  D.O. 

JEFFREY  STAHL,  M.D. 

943  1 9TH 
DES  MOINES  5031  1 
515/288-6097 
PRACTICE  LIMITED  TO 
GASTROENTEROLOGY  AND 
GASTROINTESTINAL  ENDOSCOPY 

JAMES  P.  GOULD,  M.D. 

COLONY  PARK  BLDG. 

37TH  AND  WOODLAND 
WEST  DES  MOINES  50265 
515/225-3122 
PRACTICE  LIMITED  TO 
GASTROENTEROLOGY 


GYNECOLOGY-ONCOLOGY 


FARSHAD  AGAHI,  M.D. 
PARK  CLINIC 
MASON  CITY 
515/421-5625 


INTERNAL  MEDICINE 


RALPH  R.  PRAY,  M.D.,  F.A.C.P. 

1221  CENTER  STREET,  SUITE  15 
DES  MOINES  50309 
515/282-8343 

CHEST,  INFECTIOUS 
DISEASES  & INTERNAL 
MEDICINE  ASSOCIATES.  P.C. 

ROGER  T.  LIU,  M.D. 

INTERNAL  MEDICINE  & PULMONARY  DISEASES 
DANIEL  H.  GERVICH,  M.D. 

INTERNAL  MEDICINE  & INFECTIOUS  DISEASES 
1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


JASJEET  SANGHA,  M.D. 

3118  BROCKWAY  ROAD 
WATERLOO  50701 
319/235-7774 

PRACTICE  LIMITEDTO  HEMATOLOGY 
ANDMEDICALONCOLOGY 

PULMONARY  MEDICINE,  P.C. 

DES  MOINES  MEDICAL  CENTER 
STEVEN  K.  ZORN,  M.D. 

GREGORY  HICKLIN,  M.D. 

1047  5TH  AVENUE 
DES  MOINES  50314 
515/243-6989 

LEGAL  SERVICES 


MARK  D.  RAVREBY,  M.D.,  J.D. 
1001  OFFICE  PARK  RD. 

WEST  DES  MOINES  50265 
515-225-2979 

NEONATOLOGY 


S.  SAHU,  M.D.,  F.A.A.P. 
NEWBORN  SPECIALIST,  P.C. 
MERCY  MEDICAL 
PLAZA,  SUITE  304 
DES  MOINES  50314 
24  HOUR  515/244-0377 

NEUROLOGY 


ALFREDO  D.  SOCARRAS,  M.D. 

421  LAUREL,  SUITE  408 
DES  MOINES  50314 
515/283-0605 

NEUROLOGY  & ELECTROMYOGRAPHY 

NEUROLOGICAL  ASSOCIATES  OF 
DES  MOINES,  P.C. 

MICHAEL  J.  STEIN,  D.O.,  JOSEPH  M.  DORO, 
D.O.,  DAVID  L.  FRIEDGOOD,  D.O. 

1440  EAST  GRAND  AVENUE,  SUITE  2-C 
DES  MOINES  50316 
515/262-3156 

NEUROLOGY,  ELECTROMYOGRAPHY, 
ELECTROENCEPHALOGRAPHY 

NEUROSURGERY 


NEURO-ASSOCIATES,  P.C. 

JOHN  T.  BAKODY,  M.D.,  ROBERT  C.  JONES, 
M.D.,  STUART  R.  WINSTON,  M.D. 

1034  FOURTH 
DES  MOINES  50314 
515/283-2217 
PRACTICE  LIMITED  TO 
NEUROSURGERY 

JAMES  R.  LAMORGESE,  M.D. 

411  10  TH  STREET  S.E. 

CEDAR  RAPIDS  52403 
319/366-0481 

PRACTICE  LIMITED  TO 
NEUROSURGERY 

HOSUNG  CHUNG,  M.D. 

3324  KIMBALL  AVENUE 
WATERLOO  50702 
319/232-8756 

PRACTICE  LIMITED  TO 
NEUROSURGERY 

FRANK  M.  HUDSON,  M.D. 

1221  CENTER 
DES  MOINES  50309 
515/244-3174 

PRACTICE  LIMITED  TO 
NEUROSURGERY 
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EUGENE  E.  HERZBERGER,  M.D. 
MERCY  DRIVE 
DUBUQUE  52001 
319/557-1550 

PRACTICE  LIMITED  TO 
NEUROSURGERY 


OPHTHALMOLOGY 


WOLFE  CLINIC,  P.C. 

OTIS  D.  WOLFE,  M.D.,  RUSSELL  H.  WATT,  M.D., 
JOHN  M.  GRAETHER,  M.D.,  RUSSELL  R. 
WIDNER,  M.D.,  GILBERT  W.  HARRIS,  M.D.. 
JAMES  A.  DAVISON,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1565 


OPHTHALMIC  ASSOCIATES,  P.C. 

ARTHUR  C.  WISE,  M.D.,  ROBERT  D.  WHINERY, 
M.D.,  STEPHEN  H.  WOLKEN,  M.D. 

2409  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3623 


NORTH  IOWA  EYE  CLINIC,  P.C. 

HARRY  W.  ALCORN,  M.D.,  ADDISON  W. 
BROWN,  JR.,  M.D.,  M.  L.  LONG,  M.D. 
1307  6TH  STREET,  S.W. 

MASON  CITY  50401 
515/423-8861 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA,  M.D.,  JAMES  W.  WHITE, 
M.D.,  GERALD  J.  COLLINS,  M.D.,  JAMES  E. 
SPODEN,  M.D. 

1370  DODGE 
DUBUQUE  52001 
319/588-0506 


IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 
ROBERT  T.  BROWN,  M.D.,  ROBERT  G.  SMITS, 
M.D.,  EUGENE  PETERSON,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 


OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  ERICSON,  M.D. 

JAMES  W.  ROEDER,  M.D. 

939  OFFICE  PARK  RD„  SUITE  121 
WEST  DES  MOINES  50265 
515/225-8665 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

THOMAS  OKNER,  M.D. 

PHILIP  SCHEINBERG,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 

EAR,  NOSE  AND  THROAT  SURGERY, 
HEAD  AND  NECK  SURGERY,  FACIAL 
PLASTIC  SURGERY 


PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1223  CENTER  SUITE  19 
DES  MOINES  50309 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


ORTHOPEDICS 


STEINDLER  ORTHOPEDIC  CLINIC 
WEBSTER  B.  GELMAN,  M.D.,  GERALD  W.  HOWE, 
M.D.,  JAMES  J.  PUHL,  M.D.,  EDWARD  A. 
DYKSTRA,  M.D.,  MICHAEL  M.  DURKEE,  M.D. 
2403  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3606 


PATHOLOGY 


CLINICAL  PATHOLOGY  LABORATORY 
C.  H.  DENSER,  JR.,  M.D.,  M.  A.  MESERVEY, 
M.D.,  A.  R.  PRADHAN,  M.D. 

1073  FIFTH 

DES  MOINES  50314 

515/283-1578 

Iowa  IN-WATS  800/362-5290 

SURGICAL  PATHOLOGY,  CLINICAL 
PATHOLOGY  INCLUDING 
HEMATOLOGY,  CLINICAL  CHEMISTRY 
AND  BACTERIOLOGY  — EXFOLIATIVE 
CYTOLOGY  — RADIOISOTOPES 

PATHOLOGY  ASSOCIATES,  P.C. 

ORLYN  ENGELSTAD,  M.D., 

HARRY  J.  KASSIS,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 
MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY. 


CLINICAL  LABORATORIES 

D.  W.  POWERS,  M.D.,  L.  C.  PANG,  M.D., 

C.  P.  GRYTE,  M.D. 

P.O.  BOX  1683 
AMES  50010 
515/233-2316 

CONSULTATION  IN  LABORATORY 
MEDICINE  AND  PATHOLOGY 


PSYCHIATRY 


J.  C.  N.  BROWN,  M.D. 
2416  TOWNCREST  DR. 
IOWA  CITY  52240 
319/338-7941 


SATTERFIELD  PSYCHIATRIC  ASSOCIATES,  P.C. 
2928  HAMILTON  BLVD. 

SIOUX  CITY  51104 

712/277-2379 

800/352-4962 

PSYCHIATRIC  THERAPY  — ALL  AGES 


RICHARD  E.  PRESTON,  M.D. 

1221  CENTER  SUITE  8 
DES  MOINES  50309 
515/283-1221 

PRACTICE  LIMITED  TO  PSYCHIATRY  & 
NEUROLOGY 


CEDAR  CENTRE  PSYCHIATRIC  GROUP 
R.  PAUL  PENNINGROTH,  M.D.,  ROBERT  W. 
SHULTICE,  M.D.,  HUNTER  H.  COMLY,  M.D. 
CEDAR  RIVER  TOWER,  SUITE  133 
CEDAR  RAPIDS  52401 
319/365-3993 

ADULT  AND  CHILD  PSYCHIATRY 


JEAN  ARNOLD,  M.D.,  F.A.P.A. 
412  TENTH  AVENUE,  BOX  5036 
CORALVILLE  52241 
319/351-4196 

THERAPY— ALL  AGES 
COUPLE  COUNSELING 


SURGERY 


A.  B.  GRUNDBERG,  M.D. 

1515  LINDEN 
DES  MOINES  50309 
51 5/288-5759 

ORTHOPAEDIC  SURGERY,  SURGERY  OF 
THE  HAND 

N.  K.  PANDEYA,  D.O.,  P.C. 

1440  E.  GRAND,  SUITE  2B 
DES  MOINES  50316 
515/265-4251 

PLASTIC  SURGERY,  RECONSTRUCTIVE 
SURGERY  AND  HAND  SURGERY 

PLASTIC  SURGERY  INSTITUTE,  P.C. 

JAMES  0.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICROVASCULAR  PLASTIC  SURGERY 

WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 
FACIAL  PLASTIC  AND 
RECONSTRUCTIVE  SURGERY 

SINESIO  MISOL,  M.D. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515/244-7272 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


UROLOGY 


A.  W.  WOODWARD,  M.D. 

31 16  BROCKWAY  RD. 
WATERLOO  50702 
319/236-3435 

PRACTICE  LI  Ml  TED  TO 
UROLOGY 
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In  The 

Public  Interest 


Iowa  Medicine 
His  Life's  Cause 


When  you  hear  the  words  doctor,  electrician, 
pilot,  policeman,  etc.,  you  rather  easily  visual- 
ize the  respective  duties  which  are  involved.  But 
when  you  hear  someone  described  as  an  association 
executive  some  uncertainty  may  settle  in  your  mind. 
What's  an  association  executive? 

This  individual  must  be  diversified  in  his  capabi- 
lities. He  needs  to  be  an  administrator,  a communi- 
cator, an  innovator,  etc.,  etc.  In  other  words,  to  be 
effective,  he  has  to  be  a sort  of  rare  bird. 


DONALD  L.  TAYLOR 

Donald  L.  Taylor  died 
January  11,  1982  at  his 
home  in  Fallbrook,  Cali- 
fornia. His  funeral  was 
January  15  in  Des 
Moines.  The  words  here 
first  appeared  as  the 
July,  1975  In  The  Public 
Interest.  That  was  just  af- 
ter Don  retired  from  the 
IMS.  He  appreciated 
these  comments  at  that 
time;  they  seem  appropriate  to  repeat.  A noteworthy 
fact  not  cited  here  was  Don's  1 978  election  as  the  first 
and  only  honorary  member  of  the  Iowa  Medical  Socie- 
ty. — The  Editors 


One  such  rare  bird  has  served  the  Iowa  Medical 
Society  for  nearly  30  years.  In  this  time  interval, 
Donald  L.  Taylor  has  come  to  be  recognized  as  one 
of  the  nation's  most  able  medical  association  execu- 
tives. In  support  of  this  declaration  is  his  service  as 
a president  of  the  American  Association  of  Medical 
Society  Executives. 

On  June  1,  1975,  Mr.  Taylor  retired  as  executive 
vice-president  of  the  Iowa  Medical  Society.  He  has 
served  in  this  capacity  since  1953.  While  he  makes 
this  move  for  health  reasons,  he  will  continue  his 
service  to  and  employment  with  the  Society  as  an 
executive  advisor. 


As  chief  administrative  officer  for  the  profession- 
al organization  of  Iowa  physicians,  Mr.  Taylor  has 
had  the  unique  distinction  of  knowing  and  working 
for  more  medical  doctors  in  the  state  than  perhaps 
any  other  lay  person.  His  performance  has  been 
praised  by  many  of  his  physician  employers  and  is 
possibly  best  capsulized  by  wording  on  the  John  F. 
Sanford  Award  which  was  presented  to  Mr.  Taylor 
in  1964.  It  reads: 

".  . . to  Donald  L.  Taylor  whose  significant  achieve- 
ments on  their  behalf  and  whose  dedication  to  their  ideals 
and  aspirations  is  gratefully  acknowledged  by  his  warm 
friends  — the  physicians  of  Iowa.” 

Mr.  Taylor  has  served  with  distinction  in  numer- 
ous capacities  related  to  his  primary  assignment  as 
IMS  executive  vice-president.  He  has  been  EVP  of 
the  four-year-old  Iowa  Foundation  for  Medical 
Care.  In  addition,  he  has  been  (and  will  continue  to 
be)  secretary-treasurer  of  the  Scanlon  Medical 
Foundation/Iowa  Medical  Society.  He  has  served  as 
secretary-treasurer  of  the  Iowa  Health  Council.  He 
is  a past-president  of  the  Iowa  Society  of  Associa- 
tion Executives  and  is  a Chartered  Association  Ex- 
ecutive (CAE)  of  the  American  Society  of  Associa- 
tion Executives. 

Looking  to  the  future,  Mr.  Taylor  will  become 
president  of  the  Professional  Convention  Manage- 
ment Association  in  1976.  He  is  now  first  vice- 
president.  PCMA  is  the  national  organization 
which  represents  all  of  the  legitimate  health  profes- 
sions in  planning  effective  medical  meetings. 

Obviously,  the  delivery  of  medical  care  has  prog- 
ressed dramatically  during  Mr.  Taylor's  30  years  of 
service.  For  example,  in  this  time  frame.  Blue  Cross/ 
Blue  Shield  has  emerged  in  Iowa  as  a positive 
health  care  financing  mechanism.  Significant  ad- 
ministrative leadership  has  been  given  to  this  pro- 
cess by  Mr.  Taylor.  The  growth  of  Iowa's  medical 
education  capability  has  been  similarly  impressive 
— carrying  in  the  process  the  support  of  the  Iowa 
Medical  Society.  The  active  pursuit  of  good  medical 
legislation  has  also  had  a priority  classification  over 
the  past  three  decades. 

In  these  areas  — and  in  all  Medical  Society  en- 
deavor — the  routine  has  involved  (1)  policy- 
making by  the  IMS  House  of  Delegates  and/or  Ex- 
ecutive Council,  and  (2)  strategy  development  and 
execution  by  the  Board  of  Trustees  and  various 
Society  committees  — with  ongoing  administrative 
support  provided  under  the  conscientious  direction 
of  Mr.  Taylor. 
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1982  IMS  SCIENTIFIC  SESSION 


Dr.  Dorner  is  chairman  of  the  Program  Committee 
for  the  1982  Scientific  Session.  He  is  in  the  private 
practice  of  vascular  surgery  in  Des  Moines.  He  com- 
ments here  on  the  upcoming  meeting  in  Iowa  City. 
The  full  program  appears  in  this  issue  of  the  jour- 
nal. 


Would  you  like  to  invite  Iowa  physicians  to 
the  1982  IMS  Scientific  Session? 

I certainly  would  like  to  invite  all  Iowa  physi- 
cians and  their  spouses  to  the  1982  IMS  Scien- 
tific Session  which  will  be  held  at  the  High- 
lander Inn  and  University  Hospitals  in  Iowa 
City  on  April  6,  7 and  8. 

How  would  you  characterize  the  1982  program 
— something  for  everybody? 

The  Program  Committee  has  worked  hard 
toward  the  goal  of  having  the  session  provide 
something  for  everyone.  Our  charge  was  to 
produce  a program  geared  to  the  practicing 
physician,  and  the  general  topics  of  interest 
were  chosen  with  this  in  mind.  Additionally, 
we  have  arranged  for  concurrent  sessions 
where  the  attending  physician  will  have  his 
choice  of  four  different  subject  areas.  These 
concurrent  sessions  will  be  available  on  two 
different  days  of  the  meeting. 

Are  there  any  sessions  you  would  like  to  par- 
ticularly emphasize? 

You  will  note  that  I included  spouses  in  my 
invitation.  The  opening  session  on  Tuesday 
afternoon  has  been  specifically  directed  to- 


ward two  areas  of  mutual  interest  to  Iowa 
physicians  and  their  spouses;  namely,  nutri- 
tion and  stress  management.  We  will  be  look- 
ing (among  other  areas)  at  fad  diets  and  the 
psychology  of  obesity  during  the  nutrition  ses- 
sion, and  the  stress  management  session  that 
same  opening  afternoon  features  Herbert  C. 
Modlin,  M.D.,  from  the  Menninger  Foun- 
dation. 

Another  session  of  special  interest  will  be  on 
the  final  day  when  we  address  the  overwhelm- 
ing question  of  health  care  costs.  We  will  hear 
the  views  of  Melvin  Henderson,  Ph.D.,  chair- 
man, Governor's  Commission  on  Health  Care 
Costs;  Robert  Burnett,  president,  Meredith 
Corporation,  to  address  industry's  concern 
and  involvement;  and  JohnS.  Zapp,  D.D.S.,  to 
give  a federal  perspective  as  director  of  the 
Washington  office  of  the  American  Medical 
Association. 

In  a similar  vein,  the  Honorable  James 
Leach,  U.S.  Representative  for  the  First  Iowa 
Congressional  District,  will  speak  at  the 
Wednesday  evening  banquet. 

One  final  new  feature  of  this  year's  meeting 
will  be  the  opportunity  for  an  attending  physi- 
cian to  share  a box  lunch  with  selected  faculty 
from  virtually  all  of  the  University  depart- 
ments during  the  luncheon  break  on  Wednes- 
day, April  7.  We  feel  this  will  afford  an  infor- 
mal opportunity  on  a more  personal  basis  to 
seek  answers  to  specific  problems. 

There  are  CME  meetings  all  over  the  country 
and  world.  What  commends  the  IMS  meeting 
to  Iowa  physicians? 

I am  personally  excited  about  this  Scientific 
Session  in  Iowa  City  and  would  commend  it  to 
all  Iowa  physicians  because  it  affords  a unique 
opportunity  to  visit  with  colleagues  from 
around  the  state,  to  enjoy  both  inter-  and  intra- 
disciplinary  presentations,  and  to  attend  pro- 
grams which  may  be  of  mutual  interest  to 
physicians  and  their  spouses.  The  convenience 
of  the  meeting  in  Iowa  City  and  the  cost  factors 
also  should  not  be  overlooked. 

So,  Iowa  City  is  the  place  to  be  from  April  6-8, 
right? 

It  certainly  is.  We  have  drawn  an  outstand- 
ing faculty  from  both  within  the  state  and  from 
outside  of  Iowa,  and  from  both  the  academic 
and  the  private  sectors. 
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THINGS  YOU  SHOULD  KNOW 


1982  SCIENTIFIC  SESSION  Full  program  for  the  1982  IMS  Scientific  Session 

of  the  Iowa  Medical  Society  appears  in  this  issue 
as  does  a personal  invitation  from  the  Program  Committee  Chairman  (Questions/Answers). 
This  is  a benefit  of  membership  that  enables  you  to  earn  15  hours  of  Category  I cred- 
it. In  addition,  the  program  has  been  approved  for  14  hours  of  prescribed  credit  by 
the  American  Academy  of  Family  Physicians. 

RESOLUTIONS  ARRIVING  Resolutions  from  Clinton  and  Des  Moines  counties 

for  the  1982  IMS  House  of  Delegates  are  in  hand  as 
this  is  prepared.  They  deal  with  (1)  nuclear  arms,  and  (2)  availability  of  Blue 
Shield  explanations  of  benefits.  More  resolutions  are  likely  to  come  from  the  cau- 
cuses now  occurring. 


STATEWIDE  HMO  January  press  accounts  described  preliminary  plans 

by  Blue  Cross  and  Blue  Shield  of  Iowa  to  develop  a 
statewide  health  maintenance  organization.  The  proposed  HMO  will  be  co-joined  by  an 
Individual  Practice  Association.  The  planning  phase  may  occupy  a 12-  to  18-month 
period.  Ample  opportunity  for  IMS  input  will  be  available  in  this  time  period. 


MEDICAID  ACTIONS  As  of  4/1/82,  Iowa  Social  Services  will  require 

prior  approval  for  inpatient  surgery  to  a Medicaid 
recipient  if  the  procedure  is  on  the  list  of  IFMC  outpatient  procedures  (there  are 
about  180  such  procedures).  A review  process  will  be  available  when  an  exception  is 
requested.  Two  other  Medicaid  revisions  relating  to  hospital  room  charges  and 
lengths  of  stay  are  under  review.  Reported  previously  is  the  2.5%  reduction  in  phy- 
sician Medicaid  reimbursements  to  run  from  4/1  to  6/30;  what  happens  beyond  that  is 
still  under  study. 

HEALTH  PLANNING  Revamping  of  health  planning  is  occurring  in  Iowa. 

The  Iowa  Health  System  Agency  board  is  expected  to 
consider  this  month  a reorganized  entity  to  be  called  Health  Policy  Corporation  of 
Iowa.  This  new  body  will  have  a 21 -member  board  of  11  consumers  and  10  providers; 
places  exist  for  3 physicians.  Articles  and  bylaws  for  the  new  HPCI  will  be  pro- 
posed to  the  IHSA  board  in  March.  This  is  being  called  a reorganization  of  the  IHSA 
rather  than  a replacement,  so  a legal  status  will  remain  for  funding  purposes. 


CON  STATUS  Under  new  state  proposals  intended  to  bring  Iowa 

into  conformance  with  federal  stipulations,  physi- 
cians will  be  exempt  from  certificate  of  need  requirements  --  except  where  the  equip- 
ment is  to  be  used  for  hospital  inpatients.  Institutional  improvements  over  $650,000 
will  need  CON's;  $400,000  is  the  ceiling  in  the  case  of  a single  piece  of  equipment. 


PKU  RULE  CHANGE  New  rules  covering  PKU  testing  will  take  effect 

4/7/82,  according  to  the  Birth  Defects  Institute. 
The  new  rules  pertain  to  timing  and  types  of  the  tests,  the  status  of  the  labora- 
tory performing  the  tests,  etc.  Also  the  reporting  requirements  are  set  forth.  A 
copy  of  the  material  is  available  on  request  from  the  IMS. 


STATE  HEALTH  DEPARTMENT  What's  called  the  LENS  report  (leadership  effective- 

ness/new strategies)  is  being  considered  by  the  Iowa 
State  Board  of  Health.  The  report  is  a product  of  the  Department  of  Health  and  con- 
tains nearly  40  recommendations  to  continue  or  discontinue  or  consolidate  certain 
functions  of  the  Department.  The  project  will  be  ongoing. 
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IOWA  MEDICAL  SOCIETY 
INSURANCE  SERVICES 
AVAILABLE  TO 
MEMBER  PHYSICIANS 


On  the  following  two  pages  is  a summary  of  the  insurance  coverages 
which  are  available  from  the  Iowa  Medical  Society.  All  member  physi- 
cians are  invited  and  encouraged  to  review  this  outline  to  see  if  and 
where  any  of  these  coverages  may  fill  a void  in  or  supplement  an  existing 
individual  insurance  program.  This  suggestion  is  directed  particularly  to 
those  physicians  who  are  new  to  membership  in  the  society. 

The  Committee  on  Member  Services  of  the  Iowa  Medical  Society  is 
responsible  for  the  periodic  evaluation  of  these  programs  to  determine 
their  value  and  receptivity.  It  is  the  further  duty  of  the  committee  to 
consider  and  recommend  appropriate  new  coverages. 

Any  questions  or  comments  regarding  these  programs  may  be  directed  to 
the  administrator  as  shown  or  to  the  headquarters  of  the  Iowa  Medical 
Society,  1001  Grand  Avenue,  West  Des  Moines,  Iowa  50265  (Tele- 
phone—515-223-1401;  In-WATS— 1-800-422-3070). 


INSURANCE  PLANS  FOR 

TYPE  COVERAGE  SPECIAL  FEATURES 


1.  PROFESSIONAL  LIABILITY 
INSURANCE  PACKAGE 


2.  INCOME  PROTECTION 
ACCIDENT  AND  SICKNESS 
DISABILITY 


Provides  Basic  Professional  Liability  of 
$100,000/$300,000  or  $250,000/$500,- 
OOO  (depending  on  classification);  Premises 
Liability;  Catastrophic  Liability  from  $1  to  $5 
million. 

New  maximum  benefits  available  up  to  $3,000 
monthly.  Benefit  durations  up  to  lifetime  for 
accident  and  to  age  65  for  sickness.  Reduced 
rates  for  younger  members.  Other  optional  ben- 
efits available,  including  new  residual  disability 
benefits. 


Occurrence  or  Claims-Made;  Guaranteed  3- 
Year  Market;  Investment  Income  Sharing  Plan; 
Active  IMS  Role  in  Loss  Prevention  & Control; 
Right  to  Insurability  Hearing. 


Benefits  begin  first  day  of  disability  for  accident 
and  eighth  day  for  sickness  or  first  day  if  hospi- 
tal confined  for  sickness.  Optional  plans  avail- 
able with  benefits  beginning  the  29th  day, 
57th  day,  92nd  day  or  183rd  day.  Claims  paid 
directly  from  the  administrator’s  office.  Special 
renewal  features  and  conversion  option  auto- 
matically included. 


3.  OFFICE  OVERHEAD 
DISABILITY  COVERAGE 


4.  TERM  LIFE  INSURANCE 
(American  Mutual) 


5.  EXCESS  TERM  LIFE 
INSURANCE 
(Crown  Life) 


6.  MODIFIED  PERMANENT 
LIFE  INSURANCE 
COVERAGE 


7.  UNIVERSAL  LIFE  COVERAGE 


8.  HIGH  LIMITS  ACCIDENTAL 
DEATH  AND 
DISMEMBERMENT 


9.  HOSPITAL/MEDICAL 


10.  WORKERS’ 
COMPENSATION 


Available  from  $500  monthly  to  a new  max- 
imum of  $5,000  monthly  as  reimbursement 
for  office  expenses  (rent,  employees’  salaries, 
utilities,  etc.).  New  reduced  rates  for  members 
under  age  50. 

Provides  up  to  $100,000  in  low  cost  term  life 
insurance  benefits  in  increments  of  $25,000. 
Policy  is  fully  convertible  after  it  has  been  in 
force  one  year.  Benefits  reduce  20%  every  5 
years  beginning  at  age  50.  Plan  is  renewable  to 
age  70. 

Program  is  designed  to  “dove-tail”  with  Amer- 
ican Mutual  Life  term  program.  Minimum 
amount  available  — $50,000  with  no  max- 
imum limit.  Policy  is  guaranteed  renewable/ 
non-cancellable  which  means  rates  and  renew- 
al are  guaranteed. 


Coverage  available  from  a minimum  of 
$10,000  with  no  maximum  limits.  Premium 
discount  ranging  from  8 to  20%  depending 
upon  entry  age  and  policy  amount.  New  rates 
effective  in  1982  with  provision  for  both  smok- 
ers and  non-smokers  rates. 


Allows  the  physician  to  “buy  term  and  invest 
the  difference”  under  one  contract.  Favorable 
tax  treatment  of  investment  fund  (currently  tax 
deferred).  Premiums  and  face  amount  may  be 
adjusted  upward  or  downward  depending  upon 
the  physician’s  circumstances.  Special  pre- 
mium discount. 

Accidental  death,  dismemberment  and  loss  of 
sight  covered.  Special  permanent  and  total  dis- 
ability  feature  available.  Amounts  available 
from  $25,000  to  $150,000  — Wife  and  fami- 
ly coverage  also  available. 

Three  options  available  — full  benefit  — $100 
deductible  — $500  deductible.  Benefits  avail- 
able to  physicians,  their  families  and  em- 
ployees. Excellent  benefits  to  cover  both  hos- 
pital and  medical  services. 

Provides  Workers’  Compensation  Coverage  as 
Required  by  State  Law.  Approved  Rates  Are  in 
Effect.  Program  Meets  Employer’s  Obligations 
for  Occupational  Injuries  to  Employees. 


Benefits  begin  after  a waiting  period  of  1 5 days 
or  30  days  with  benefits  payable  up  to  24 
months.  Premiums  tax  deductible  Special  re- 
newal features  and  conversion  option  automati- 
cally included. 

Waiver  of  premium  and  full  conversion  privilege 
after  policy  has  been  in  force  one  year.  A new 
member  of  I MS  under  age  65  may  apply  for  one 
unit  of  coverage  with  guaranteed  issue  if  ap- 
plication is  made  within  90  days  of  mem- 
bership. 

Benefits  do  not  reduce  with  age.  Policy  is  re- 
newable to  age  75  and  full  conversion  available 
without  evidence  of  insurability  until  age  65. 
High  non-medical  limits  which  allow  the  mem- 
ber physician  to  purchase  jumbo  amounts  of 
term  insurance  without  medical  exam.  Waiver 
of  premium  automatically  included. 

Modified  underwriting  allows  the  substandard 
risk  individual  the  possibility  of  insurance  at 
standard  rates.  Non-medical  limits  allows  the 
physician  underage  55  to  apply  for  $150,000 
coverage  without  medical  exam.  For  those  be- 
tween ages  55  and  65,  $100,000  may  be 
purchased  without  medical  exam.  The  dis- 
counted premium  is  a fully  portable  feature 
regardless  of  practice  location.  Also  allows  the 
professionally  incorporated  physician  the  op- 
tion to  purchase  the  insurance  through  his/her 
corporation  with  a portion  of  the  premium  tax 
deductible. 

Modified  underwriting  which  allows  the  pre- 
viously substandard  or  rated  risk  the  possibility 
of  standard  life  insurance  (high  non-medical 
limits  — no  exam  required).  Optional  term  rid- 
ers available  to  cover  spouse,  children  and/or 
business  partner. 

24-hour,  world  wide  coverage,  aviation  cover- 
age as  passenger.  365  day  coverage.  Renew- 
able to  age  70.  No  medical  underwriting. 


365-day  Comprehensive  Hospital.  365-day 
Blue  Shield  UCR.  Nervous/mental,  drug  addic- 
tion, TB  and  alcoholism.  Optional  dental  ben- 
efits available.  Special  — Open  Enrollment  (No 
medical  evidence  for  year  1982) 

Is  a Savings  Plan  in  That  Dividends  Are  Paid 
Based  on  Experience.  35%  Return  of  Premium 
Has  Occurred  With  Higher  Percentage  Possi- 
ble. Safety  Counsel  Is  Provided. 


IOWA  MEDICAL  SOCIETY  MEMBERS 


ADMINISTRATORS 


INSURANCE  COMPANY 


ELIGIBILITY  AND  HOW  TO  APPLY 


Aetna  Life  & Casualty 
611  Fifth  Avenue 
Des  Moines,  Iowa  50309 


The  Prouty  Company 
2600  72nd,  Suite  “0” 
Des  Moines,  Iowa  50322 


The  Prouty  Company 
2600  72nd,  Suite  “0” 
Des  Moines,  Iowa  50322 


Aetna  Life  & Casualty 
Hartford,  Connecticut 


Commercial  Insurance 
Company 

Newark,  New  Jersey 


Commercial  Insurance 
Company 

Newark,  New  Jersey 


All  members  may  apply  through  local  Aetna 
agents,  Des  Moines  or  Omaha  offices  of  Aet- 
na, or  The  Prouty  Company.  Information 
available  from  Des  Moines  Aetna  — 1-800- 
362-1809  or  515-244-5145. 

New  members  eligible  for  base  amount  of 
coverage  regardless  of  past  medical  history, 
if  application  is  made  within  90  days  of 
membership.  All  insurable  members  eligi- 
ble anytime  prior  to  age  56.  Coverage  con- 
tinues toage  70  for  active  members.  Special 
conversion  policy  available  after  age  70. 
Apply  to  The  Prouty  Company  — 1-515- 
278-5580  or  Toll  Free  — (Iowa)  1-800- 
532-1105. 

Applicant  must  be  in  active  practice,  under 
age  60,  and  member  of  IMS.  Apply  to  The 
Prouty  Company  — 1-515-278-5580  or 
Toll  Free  — (Iowa)  — 1-800-532-1105. 


The  Prouty  Company  American  Mutual  Life 

2600  72nd,  Suite  "0”  Des  Moines,  Iowa 

Des  Moines,  Iowa  50322 


The  Prouty  Company  Crown  Life 

2600  72nd,  Suite  “0”  Toronto,  Canada 

Des  Moines,  Iowa  50322 


Any  member  under  age  65  may  apply.  New 
members  may  apply  for  one  unit  of  coverage 
if  under  65  with  guaranteed  issue  if  done 
within  90  days  of  membership.  Apply  to  The 
Prouty  Company  — 1-515-278-5580  or 
Toll  Free  — (Iowa)  — 1-800-532-1105. 

Any  member  under  age  65  may  apply.  Mini- 
mum amount  — $50,000  — No  maximum 
amount  — Apply  to  The  Prouty  Company  — 
1-515-278-5580  or  Toll  Free  (Iowa)  — 1- 
800-532-1105. 


The  Prouty  Company 
2600  72nd,  Suite  “0” 
Des  Moines,  Iowa  50322 


Security  Connecticut 
Life  Insurance  Company 
Avon,  Connecticut 


Any  member  under  age  80  may  apply. 
Amount  of  coverage  provided  at  insured’s 
option  with  minimum  amount  of  $10,000. 
Apply  to  The  Prouty  Company  — 1-515- 
278-5580  or  Toll  Free  (Iowa)  — 1-800- 
532-1105. 


The  Prouty  Company 
2600  72nd,  Suite  “0” 
Des  Moines,  Iowa  50322 


Inter-State  Assurance 
Des  Moines,  Iowa 


Any  member  under  age  85  may  apply. 
Amount  of  coverage  provided  at  insured’s 
option  with  minimum  amount  of  $10,000. 
Apply  to  The  Prouty  Company  — 1-515- 
278-5580  or  Toll  Free  (Iowa)  — 1-800- 
532-1105. 


The  Prouty  Company 
2600  72nd, Suite  “0” 
Des  Moines,  Iowa  50322 


Insurance  Company  of 
North  America 
Philadelphia,  Pennsylvania 


Any  member  under  age  65,  spouse  and/or 
family.  Apply  to  The  Prouty  Company  — 
1-515-278-5580  or  Toll  Free  (Iowa)  — 1- 
800-532-1105. 


The  Prouty  Company 
2600  72nd,  Suite  “0” 
Des  Moines,  Iowa  50322 


Blue  Cross/Blue  Shield 
Des  Moines,  Iowa 


All  members,  their  families  and  employees. 
Apply  to  The  Prouty  Company  — 1-515- 
278-5580  or  Toll  Free  (Iowa)  — 1-800- 
532-1105. 


Casualty  Reciprocal  Exchange 
Dodson  Insurance  Group 
P.0.  Box  559 

Kansas  City,  Missouri  64141 


Casualty  Reciprocal  Exchange 
Dodson  Insurance  Group 
P.O.  Box  559 

Kansas  City,  Missouri  64141 


Apply  to  Casualty  Reciprocal  Exchange. 
Iowa  representative,  Mr.  Ken  Coulter,  205 
8th  Avenue  South,  Clear  Lake,  50428;  tele- 
phone — 515/357-6739. 


You're  helping  us 
keep  health  care  costs 
on  a low-fat  diet. 


Last  year,  with  your  help,  Blue  Cross  and 
Blue  Shield  of  Iowa  helped  trim  the  cost  of 
health  care  for  our  subscribers. 

Programs  like  Utilization  Review,  which 
monitors  inpatient  admissions  for 
medical  necessity,-  outpatient  surgeries; 
and  expansion  of  coverage  for  out- 
patient testing  have  provided  a good 
start  toward  controlling  costs. 


measures.  By  encouraging  the  increased 
use  of  outpatient  surgery  when 
medically  appropriate  and  by  ordering 
outpatient  testing,  you  have 
demonstrated  your  interest  in  joining  the 
battle  against  rising  health  care  costs  in 
lowa. 

we  all  need  to  continue  to  cut  the  fat 
out  of  health  care  costs. 


Physician  support  is  critical  to  the 
success  of  these  cost  containment 


A united  effort  can  keep  those  costs 
on  a low  fat  diet. 


Blue  Cross 
Blue  Shield 


Benign  Gastrocolic  Fistula 
With  Pancreatic  Involvement 


JAYANT  V.  BELSARE,  M.D. 
Mt.  Pleasant,  Iowa 


The  first  case  of  malignant  gastrocolic  fistu- 
la was  reported  by  Haller  in  1912. 1 The 
common  cause  of  gastrocolic  fistula  is  carcino- 
ma of  the  colon  or  the  stomach.  Spontaneous 
benign  gastrocolic  fistula  is  a rare  condition. 

CASE  REPORT 

A 63-year-old  male  patient  presented  with 
complaints  of  abdominal  pain.  His  symptoms 
included  vomiting,  black-colored  stools,  and 
difficulty  in  urination.  Between  February  and 
May  1980  the  patient  lost  40  pounds  of  weight 
and  was  in  a weakened  condition.  His  ab- 
dominal pain  then  subsided. 

Previous  medical  history  included  an  appen- 
dectomy, a hemorrhoidectomy,  and  a history 
of  chronic  bronchitis.  He  was  formerly  a heavy 
smoker.  In  1971  he  had  been  admitted  to  the 
hospital  with  recurring  abdominal  pain.  Upper 
gastro-intestinal  x-ray  studies  showed  large 
gastric  submucosal  folds  with  evidence  of  irri- 
tability in  the  duodenum.  On  April  28,  1976 
repeated  x-ray  studies  showed  a small  incon- 
stant hiatal  hernia,  enlargement  of  the  gastric 
submucosal  folds  and  duodenal  deformity 
without  evidence  of  ulceration.  Subsequently, 


The  author  is  in  the  private  practice  of  general  surgery  in  Mt.  Pleasant, 
Iowa. 


This  Iowa  physician  reports  a case  of  benign  spon- 
taneous gastrocolic  fistula  with  pancreatic  penetration. 
This  is  a rare  condition.  Careful  examination  in  this  case 
was  followed  by  surgery  which  produced  a good  result. 


on  June  25, 1976,  another  x-ray  study  showed  a 
4 cm  sliding  hiatal  hernia  and  considerable 
antral  and  bulb  deformity,  presumably  from  an 
ulcer. 

The  patient  was  examined  April  22,  1980, 
and  appeared  emaciated.  The  abdominal  ex- 
amination showed  no  masses  or  tenderness 
with  peristalsis  being  normal.  The  rectal  ex- 
amination revealed  a normal-sized  prostate. 
The  remainder  of  the  physical  examination 
was  within  normal  limits. 

LABORATORY  INVESTIGATIONS 

Laboratory  investigations  revealed  as  fol- 
lows: Hct  34%,  Hgl  10  gm%,  WBC  9,900,  Segs 
75,  Stabs  (Bands)  7,  Lymphs  13,  Basos  0, 
Monos  4,  Eos  1,  Carcinoembryonic  Antigen 
level  1.6  ng/ml  on  May  5,  1980  (normal  0-2.5 
ng/ml),  UA  within  normal  limits,  chest  x-ray 
normal,  EKG  within  normal  limits,  and  IVP 
suggestive  of  a partial  prostatic  obstruction. 
There  was  a slight  elevation  in  the  alkaline 
phosphatase  and  LDH  levels.  The  uric  acid 
and  serum  calcium  levels  were  slightly  low. 
The  serum  albumin  was  3.3.  Colon  x-rays  on 
April  15, 1980  demonstrated  gastrocolic  fistula. 
The  upper  gastro-intestinal  x-rays  on  April  18, 
1980  failed  to  demonstrate  the  fistula.  Repeat 
colon  x-rays  on  April  21,  1980  demonstrated  a 
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Figure  1 — Barium  enema  demonstrating  the  gastrocolic  fistula. 


fistula  between  the  distal  transverse  colon  and 
the  stomach.  (Figure  1)  On  this  film  some 
mucosal  destruction  in  this  region  of  the  colon 
was  thought  to  be  the  result  of  a carcinoma. 
This  was  thought  to  be  the  cause  of  gastrocolic 
fistula.  Since  the  UGI  series  showed  no  abnor- 
mality and  a barium  enema  was  suggestive  of 
carcinoma  of  the  transverse  colon,  no  fiberop- 
tic gastroscopy  was  done. 

The  patient  was  given  2 units  of  blood  on 
May  3,-1980.  Colon  preparation  included 
mechanical  cleansing  with  saline  enemas  and 
magnesium  citrate  for  2 days  and  neomycin 
sulfate  on  the  day  before  surgery.  Surgery  was 
done  on  May  6,  1980.  A large  hard  mass  was 
found  in  the  body  and  tail  of  the  pancreas 
involving  the  greater  curvature  of  the  stomach 
and  distal  transverse  colon.  The  mass  was 
about  12  by  5 cm  in  size.  The  spleen  showed 
some  areas  of  white  mottling.  The  liver 
appeared  normal.  A hard  nodule  was  palpated 
in  the  porta  hepatis.  The  patient's  small  bowel 
and  remaining  colon  looked  normal.  The  mass 
in  the  pancreas  extended  to  the  junction  of  the 
head  and  the  body  of  the  pancreas.  The  portal 
vein  appeared  to  be  free  from  the  tumor.  On 
gross  examination  of  this  mass  its  exact  nature 
could  not  be  determined.  Flowever,  at  the  time 


it  was  thought  to  be  carcinoma  of  the  pancreas 
involving  the  stomach  and  the  colon.  It  was 
thought  that  a plane  could  be  obtained  allow- 
ing en  bloc  resection.  The  spleen  was  mobi- 
lized and  partial  gastrectomy  with  Billroth  I 
gastroduodenal  anastomosis,  splenectomy, 
partial  pancreatectomy  (The  pancreas  was  di- 
vided at  the  level  of  the  portal  vein.)  and  resec- 
tion of  the  transverse  colon  with  end-to-end 
anastomosis  was  performed.  Drains  were 
placed  in  the  lesser  sac  and  brought  out 
through  a stab  incision  in  the  left  upper  quad- 
rant of  the  abdomen. 

The  patient  recovered  well  from  this  surgery 
and  was  discharged  on  May  16,  1980.  No  carci- 
noma was  seen  in  the  pathological  examina- 
tion of  the  operative  specimen.  A large  perfo- 
rating ulceration  of  the  stomach  with  an  ab- 
scess formation  in  the  parapancreatic  and 
paracolonic  regions  was  found.  Gastrocolic  fis- 
tula was  present.  The  gastric  ulcer,  4 cm  in 
diameter,  was  on  the  posterior  wall.  The 
lymph  node  in  the  porta  hepatis  showed  dys- 
trophic calcification. 

COMMENT 

Benign  spontaneous  gastrocolic  fistula  in- 
volving the  pancreas  is  a rare  entity.  Most  of 
the  benign  gastric  ulcers  are  along  the  lesser 
curvature  of  the  stomach  and  thus  are  not  in 
close  proximity  to  the  transverse  colon.2  Sixty- 
five  cases  of  benign  spontaneous  gastrocolic 
fistula  have  been  reported.  Neoplastic  disease 
is  the  most  common  cause  of  gastrocolic  fistu- 
la. In  a series  of  4,500  cases,  Marshall  and 
Knud-Hansen  found  5%  of  those  with  gastric 
and  colonic  carcinoma  developed  this  com- 
plication. Dickson,  in  a series  of  507  consecu- 
tive carcinomas  of  the  stomach,  reported  a 2% 
incidence  of  fistula  formation.4  Colonic  carci- 
noma is  the  most  common  cause  of  spon- 
taneous gastrocolic  fistula.  Diverticulitis, 
ulcerative  colitis,  Crohn's  disease,  intraperi- 
toneal  abscess,  pancreatic  pseudocyst,  other 
tumors  of  the  large  bowel  (mostly  carcinoids), 
intestinal  tuberculosis,  pancreatitis,  radiation 
enteritis,  and  benign  gastric  ulcers  are  the 
other  causes. 

As  described  in  this  case,  a barium  enema  is 
the  best  method  to  demonstrate  gastrocolic 
fistula.5  A barium  meal  frequently  fails  to  dem- 
onstrate gastrocolic  fistula.  The  radiological 
demonstration  of  the  flow  through  a gastro- 
colic fistula  from  the  colon  to  the  stomach  is 
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explained  by  the  fact  that  the  stomach  under- 
goes receptive  relaxation  and  therefore  the  in- 
tragastric  pressure  is  lower  than  that  in  the 
colon.6 

Benign  gastrocolic  fistula  has  been  treated 
by  different  methods.  1 ) carbenoxolone  sodium.  It 
is  suggested  in  cases  of  benign  gastrocolic  fis- 
tula where  surgery  is  contraindicated  a con- 
servative approach  using  carbenoxolone  may 
be  of  value.6  This  drug  is  not  commercially 
available  in  the  U.S.  A.  2)  a two-staged  procedure. 
Pfieffer  and  Kent  in  1939  introduced  a proximal 
colostomy  as  the  first  stage  followed  by  defi- 
nite resection  of  the  fistula  with  gastric  and 
colonic  reconstruction  when  the  patient's  con- 
dition has  improved.7  3)  one-stage  en  bloc  resec- 
tion. Marshall  and  Knud-Hansen  in  1957  de- 
scribed en  bloc  resection.3  This  seems  to  be  the 
method  of  choice  for  treating  this  condition  in 
good-risk  patients.  Cimetidine,  TPN,  and  anti- 
biotics have  been  recommended  in  preopera- 
tive preparation. 

In  the  case  described  here,  the  unusual  fea- 
tures were  minimal  symptoms  except  for  the 
weight  loss  at  the  time  of  surgery,  barium  ene- 
ma suggestive  of  carcinoma  of  the  transverse 


colon  and  marked  involvement  of  the  body 
and  tail  of  the  pancreas  mimicking  carcinoma. 
On  exploration  when  such  a hard  mass  involv- 
ing the  pancreas,  stomach  and  colon  is  noted, 
the  inclination  is  to  consider  it  inoperable. 
However,  careful  examination  and  evaluation 
of  its  fixity  should  be  done  and,  if  possible,  en 
bloc  resection  should  be  performed. 

SUMMARY 

A case  of  benign  spontaneous  gastrocolic  fis- 
tula with  pancreatic  penetration  is  reported.  A 
barium  enema  demonstrated  the  fistula.  A 
barium  meal  was  negative.  At  exploratory 
celiotomy  a hard  mass  involving  the  stomach, 
transverse  colon,  and  the  body  and  tail  of  the 
pancreas  was  noted.  Its  benign  nature  could 
not  be  determined  on  gross  examination.  En 
bloc  resection  consisting  of  partial  gastrec- 
tomy, splenectomy  with  partial  pancreatec- 
tomy and  resection  of  the  transverse  colon  was 
performed.  The  patient  recovered  uneventful- 
ly. Pertinent  literature  is  reviewed. 
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Doctor,  is  it  time  for  a change? 

• You’re  spending  too  much  time  on  paperwork. 

• You  want  to  live  in  Europe,  not  just  vacation  there  for  a couple  of  weeks. 

• You  want  to  get  involved  with  academic  medicine,  full-time. 

• You  want  to  subspecialize,  but  can’t  support  your  family  on  a fellow’s  stipend. 

It’s  time  for  a change. 

If  you  are  seriously  considering  changing  your  situation,  you  owe  it  to  yourself  to  consider 
the  Army  Medical  Department.  We  have  an  amazingly  wide  variety  of  practice  situations 
available  to  qualified  physicians.  Clinical  and  hospital-based  practices  in  small  towns,  cities, 
major  metropolitan  areas.  Sunbelt,  Snowbelt,  Europe,  Asia,  Panama.  Full-time  academic 
positions.  Full-time  research  and  development  positions.  Fellowships  that  pay  like  practice 
positions. 

For  a confidential  evaluation,  compensation  estimate,  and  vacancy  projection,  call  (collect) 
(916)  684-4893/4860  today.  Ask  for  Major  Story,  your  Army  Medical  Department  Personnel 
Counselor. 

! (Inquiries  held  in  strict  confidence;  position  guaranteed  before  commitment.) 


ARMY.  BEALLYOUCANBE. 
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Famous 

Pairs. 


They  work  so 

well  together. 


One  ot  man's  most  amazing  explo- 
rations and  scientific  adventures,  the 
successful  Gemini  flight  program 
was  a triumph  of  imagination  and— 
teamwork.  Two  men  learned  to 
operate  in  space,  to  rendezvous,  to 
dock,  and  to  work  outside  their 
spacecraft  in  the  hard  vacuum  of 
outer  space.  Not  only  did  they  coor- 
dinate their  efforts  with  ground 
backup,  they  also  complemented 
each  other's  activities  within  the 
close  confines  of  the  space  capsule. 


\ 
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High  School  Basketball  Knee 
Ligament  Injuries 


PETER  D.  WIRTZ,  M.D. 
Des  Moines,  Iowa 


This  is  a brief  report  on  a survey  of  signifi- 
cant knee  injuries  among  male  and  female 
varsity  basketball  players  in  the  central  Iowa 
high  schools.  The  survey  was  conducted  dur- 
ing and  after  the  1980-81  basketball  season  in 
22  schools  and  revealed  more  injuries  among 
females.  For  every  school  with  a reported  in- 
jury the  opposite  sex  team  was  surveyed.  A 
significant  injury  was  defined  as  one  that  kept 
an  athlete  out  of  competition  for  2 or  more 
days.  The  majority  of  limiting  injuries  were  to 
the  lower  extremity,  with  the  knee  joint  being 
the  most  often  involved. 

The  knee  joint  injuries  ranged  from  contu- 
sions to  complete  ligament  ruptures.  The 
minor  strains  and  contusions  were  limiting  for 
several  days  with  eventual  return  to  full  com- 
petition. Athletes  with  ligament  ruptures  and 
those  requiring  menisectomy  were  restricted 
longer  or  were  withdrawn  from  competition 
for  the  season. 

In  this  survey  there  were  16  ligament  rup- 
tures in  15  female  athletes  and  one  to  a male 
athlete.  The  male  athlete  suffered  an  isolated 
anterior  cruciate  ligament  rupture  and  was  out 
for  the  season.  One  female  athlete  suffered  a 
medial  collateral  and  an  anterior  cruciate  liga- 
ment while  the  other  14  ligament  injuries  were 


Dr.  Wirtz  is  in  the  private  practice  of  orthopedic  surgery  in  Des  Moines. 


A limited  survey  of  central  Iowa  prep  athletes  showed 
significantly  more  knee  injuries  among  female  athletes. 
The  author  predicts  greater  numbers  of  these  injuries  and 
urges  stress  on  lower  extremity  endurance. 


anterior  cruciate  ruptures  with  or  without 
meniscal  tear.  The  diagnoses  in  these  cases 
were  verified  by  arthroscopy  exam  in  13  and 
one  by  clinical  exam.  Those  requiring  a partial 
meniscectomy  were  done  with  arthroscopic 
control.  None  of  these  have  required  a liga- 
ment reconstruction  to  date,  but  a certain  per- 
centage will  become  unstable  and  require  re- 
construction or  partial  meniscectomy. 

The  findings  of  the  survey  revealed  more 
injuries  in  the  female  guard  court  than  the  for- 
ward court  (11:4).  Including  non-surgical  in- 
juries 17  occurred  in  November,  December  and 
January,  with  one  in  March.  As  best  as  can  be 
determined  from  the  histories,  8 injuries  oc- 
curred while  “jump-stopping.''  The  others 
were  typical  valgus  and  twisting  situations. 

Significant  differences  have  been  shown  be- 
tween the  female  and  male  knee  joints.  The 
bones  in  the  female  are  smaller  as  are  the  liga- 
ments and  menisci.  These  smaller  ligaments 
and  tendons  have  less  tensile  strength,  as  well 
as  less  friction,  to  make  the  joints  more 
mobile.1  The  female  body  has  23%  muscle  as 
compared  to  60%  for  males,  so  female  strength 
at  best  will  approximate  60%  of  the  male  of 
equal  size.2  The  mechanism  of  ligament  injury 
varies  depending  on  the  ligament  injured.  A 
varus  and  internal  injury  often  causes  an  ante- 
rior cruciate  ligament  rupture  alone.  Such  a 
mechanism  is  represented  by  sudden  deaccel- 
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eration  or  stopping.  A valgus  and  external 
rotation  injury  often  causes  a medial  collateral 
ligament  and  anterior  cruciate  ligament 
rupture.3  "Clipping"  is  such  a mechanism. 

As  the  female  varsity  athlete  becomes  larger 
and  moves  with  more  kinetic  force,  there  will 
continue  to  be  knee  injuries.  To  prevent  these 
severe  knee  ligament  injuries  it  is  to  be  recom- 
mended that  the  female  basketball  athlete 


A Point  Of  View 


WHAT  THIS  COUNTRY  NEEDS  . . . 

It  was  in  the  early  1900's  that  Thomas  Riley 
Marshall  announced  that  "What  this  coun- 
try needs  is  a good  5 cent  cigar."  Since  that 
time,  there  have  been  many  other  pronounce- 
ments about  what  this  country  needs. 

Recently,  another  commentator  stated  that 
"What  this  country  needs  is  a good  doctor," 
and  more  recently,  an  attorney's  question, 
"What  is  your  definition  of  a good  doctor?" 
forced  me  to  focus  on  this  thorny  question. 

Now  was  my  chance!  What  is  a good  doctor? 
One  who  knows  what  he  is  doing,  has  current 
medical  knowledge,  has  kept  up  on  things. 
Sure,  that's  it.  But  what  else?  There  must  be 
more.  One  who  is  kind,  considerate,  compas- 

Letter  to  Editor 


ON  MEDICINE  IN  CHINA 

About  a year  and  a half  ago  my  wife  and  I 
had  a trip  to  China  with  a medical  group 
and  find  that  Dr.  Caros'  article  (A  View  of 
Medical  Care  in  China/January  1982  journal 
of  the  iowa  medical  society)  gives  a slightly 
different  impression  from  what  we  saw. 

Mentioning  that  it  was  said  that  16%  of  U.S. 
children  live  in  poverty  does  not  prove  that  the 
medical  care  in  the  small  towns  in  China  is  as 
good  as  the  worst  that  we  offer.  The  big  thing 
China  has  done  is  to  succeed  in  keeping 
population  down.  She  mentioned  "sterilized" 
rubber  tubing.  We  heard  that  fever  after 
surgery  is  a big  problem  there.  We  had  this 


stress  lower  extremity  endurance  and  mini- 
mize the  deacceleration  activities  (stopping)  at 
the  center  line. 

REFERENCES 

1.  Powers,  J.  A.:  Characteristic  features  of  injuries  in  the  knee  in 
women.  Clin.  Ortho.,  143:120,  1979. 

2.  Norogren,  B : Arthropometric  measures  and  muscle  strength  in 
young  women.  Second  J.  Rehabilitation  Med.,  4:165,  1972. 

3.  Warren,  R.  F.  and  J . L.  Marshall:  Injuries  of  the  anterior  cruciate  and 
medial  collateral  ligaments  of  the  knee.  Clin.  Ortho.,  136:191,  1978. 


sionate;  one  I can  talk  with  — yes  . . . and  one 
whom  I can  be  myself  with.  No  facades,  no 
barriers  to  honest  expression.  Right!  A good 
doctor  is  also  someone  who  can  be  himself 
with  me  — honest  and  sharing  — one  who  can 
cry  with  me  if  needs  be;  one  who  can  lead  and 
guide,  but  still  teach,  and  help  me  develop 
independence. 

A good  doctor  is  a person;  a real  human 
being  who  understands  himself  and  is  able  to 
accept  himself  with  his  weaknesses  and  mis- 
takes, and  still  like  himself.  A good  doctor  is 
one  who  can  see  his  patients  with  their  mis- 
takes and  weaknesses  and  still  like  them,  and 
not  pass  judgment. 

A good  doctor  — well,  maybe  I don't  even 
know  for  sure.  How  about  you?  — Dennis  J. 
Walter,  M.D.,  Des  Moines,  Iowa 


until  we  found  out  that  rubber  tubing  cannot 
be  sterilized. 

As  far  as  journals  in  English  being  read,  we 
found  very  few  who  spoke  English  and  were 
not  shown  libraries  with  journals  so  wonder 
how  much  is  available. 

Birth  control  medication,  as  well  as  other 
medication,  was  not  available.  Most  treatment 
was  for  symptoms  and  usually  was  acupunc- 
ture and  herb  medicine.  Of  course,  antibiotics 
are  not  used  for  otitis  media.  None  is  available. 
There  are  only  12,000  miles  of  paved  road  in  all 
of  China  and  no  refrigerated  trucks.  Nothing 
can  be  transported  any  distance  and  usually 
what  is  available  is  what  can  be  produced  local- 
ly. — E.  L.  Manning,  M.D.,  Davenport,  Iowa 
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THE  HIGHLANDER  INN/UNIVERSITY  HOSPITALS 

IOWA  CITY,  IOWA 


SCIENTIFIC  SESSION 


PRESIDENT'S  MESSAGE 


The  1982  Scientific  Session  of  the  Iowa  Medical  Society  will 
be  in  Iowa  City  on  Tuesday,  Wednesday,  and  Thursday, 
April  6,  7 and  8.  Program  sessions  are  scheduled  at  the 
Highlander  Inn  on  Tuesday  and  Thursday,  and  the  Universi- 
ty Hospitals  on  Wednesday.  Registration  opportunity  will  be 
available  each  day. 


THE  PROGRAM  COMMITTEE 

The  1982  Program  Committee  is 
chaired  by  Douglas  B.  Dorner,  M.D., 

Des  Moines.  Other  physician  mem- 
bers are  Mary  Ann  Arends,  M.D., 

Manchester;  Richard  M.  Caplan, 

M.D.,  Iowa  City;  John  H.  Gay,  M.D., 

Des  Moines;  Don  C.  Green,  M.D., 

Des  Moines;  R.  Bruce  Trimble,  M.D., 

Mason  City,  and  James  W.  White, 

M.D.,  Dubuque. 

DR.  DORNER 


DR.  ARENDS  DR.  CAPLAN  DR.  GAY 


All  member  physicians  are  invited  and  encouraged  to  attend 
the  1982  IMS  Scientific  Session,  which  is  being  co- 
sponsored by  the  University  of 
Iowa  College  of  Medicine.  The 
program  is  geared  to  the  interest  of 
the  practicing  physician.  A faculty 
of  over  60  individuals  will  discuss 
a wide  range  of  subjects,  and  the 
information  to  be  presented  can  be 
well  utilized  by  physicians  in  ev- 
eryday patient  care.  Indeed,  the 
program  is  designed  to  enhance 
the  physician's  medical  knowl- 
edge and  professional  compe- 
tence. The  Program  Committee  is 
commended  for  arranging  an  out- 
standing series  of  presentations 
which  will  benefit  both  physicians  and  the  patients  they 
serve. 


JOHN  H.  KELLEY,  M.D.,  President 
Iowa  Medical  Society 


PROGRAM 


All  speakers  with  an  academic  designation  are  members  of 
faculty  at  the  University  of  Iowa  College  of  Medicine  unless 
otherwise  noted. 


TUESDAY,  APRIL  6 
THE  HIGHLANDER  INN 

11:00  A.M.  — REGISTRATION 
Main  Lobby 


HOTEL  RESERVATIONS 

The  Highlander  Inn  is  the  headquarters  hotel  for  the  1982 
Scientific  Session.  Room  reservations  may  be  made  by  call- 
ing directly  the  toll-free  number  1/800/272-6444.  Please 
request  that  your  room  be  taken  from  the  block  reserved  by 
the  IMS. 


GENERAL  SESSION 

Piper's  Ballroom/Main  Floor 


1:00  P.M.  — WELCOMING  REMARKS 
John  H.  Kelley,  M.D.,  Des  Moines 
President,  Iowa  Medical  Society 


DR.  GREEN 


DR.  TRIMBLE 


DR.  WHITE 


DR.  ECKSTEIN  MR.  FREEDMAN 


John  W.  Eckstein,  M.D.,  Iowa  City 

Dean,  University  of  Iowa  College  of  Medicine 

James  O.  Freedman,  Iowa  City 
President,  University  of  Iowa 


NUTRITION 

A Variety  of  Views 


1:15  P.M.  — NUTRITION  OVERVIEW  (Introductory 
Remarks) 

Lloyd  J.  Filer,  M.D.  (Moderator),  Professor, 
Department  of  Pediatrics 

1:30  P.M.  — FOOD  ADDITIVES  AND 
CONTAMINATES 

Thomas  A.  Anderson,  Ph.D.,  Professor, 
Department  of  Pediatrics 

1:45  P.M.  — FAD  DIETS 

Beverly  McCabe,  M.S.,  Dietition,  University 
Hospitals 

2:05  P.M.  — PSYCHOLOGY  OF  OBESITY 

Allen  Silberman,  Ed.D.,  Des  Moines,  Clinical 
Psychologist 

2:25  P.M.  — SURGICAL  MANAGEMENT  OF  OBESITY 
Edward  E.  Mason,  M.D.,  Professor  and  Acting 
Head,  Department  of  Surgery 

2:35  P.M.  — PANEL  DISCUSSION 

2:50  P.M. — RECESS 


DR.  FILER  DR.  MODUN 


STRESS  MANAGEMENT 

In  Today's  Medical  Milieu 


3:05  P.M.  — STRESS  AND  THE  PHYSICIAN 

Herbert  C.  Modlin,  M.D.,  Topeka,  Kansas,  The 
Menninger  Foundation 

BALDRIDGE-BEYE  MEMORIAL  PRESENTATION 

(Sponsored  by  The  Iowa  Medical  Foundation) 

REACTOR  PANEL 

Robert  E.  Rakel,  M.D.,  Professor  and  Head 
Department  of  Family  Practice 

Hormoz  Rassekh,  M.D.,  Private  Practice  of 
Psychiatry,  Council  Bluffs  and  Chairman,  IMS 
Committee  on  Assistance  Program  for  Troubled 
Physicians. 


DR.  RASSEKH  DR.  RAKEL 


5:00  P.M.  — ADJOURNMENT 

WEDNESDAY,  APRIL  7 
University  Hospitals 

7:30  A.M.  — REGISTRATION 

Medical  Alumni  Auditorium/E-331 

(Coffee  and  rolls  available) 


GENERAL  SESSION 

Medical  Alumni  Auditorium/E-331 


WHAT'S  NEW  IN  MEDICINE?  PART  I 


8:00  A.M.  — ANESTHESIA 

Martin  D.  Sokol!,  M.D.,  Professor,  Department  of 
Anesthesiology 

8:08  A.M.  — DERMATOLOGY 

John  S.  Strauss,  M.D.,  Head,  Department  of 
Dermatology 

8:16  A.M.  — FAMILY  PRACTICE 

Robert  E.  Rakel,  M.D.,  Professor  and  Head, 
Department  of  Family  Practice 


DR.  DOLAN  DR.  HAMMONS 


8:24  A.M.  — PATHOLOGY 

Glenn  T.  Hammons,  M.D.,  Assistant  Professor, 
Department  of  Pathology 

8:32  A.M.  — INTERNAL  MEDICINE 

Gary  W.  Hunninghake,  M.D.,  Associate  Professor, 
Department  of  Internal  Medicine 

8:40  A.M.  — NEWER  CEPHALOSPORINS 

Sam  T.  Donta,  M.D.,  Professor,  Department  of 
Internal  Medicine 

9:00  A.M.  — TOWARD  OPTIMAL  USE  OF  THE 
LABORATORY  AND  X-RAY 

ARTHUR  ERSKINE  MEMORIAL  LECTURE 

Kenneth  D.  Dolan,  M.D.,  Professor,  Department 
of  Radiology 

Glenn  T.  Hammons,  M.D.,  Assistant  Professor, 
Department  of  Pathology 

9:30  A.M.  — RECESS 

9:50  A.M.  — DIABETES  MELLITUS:  NEW  CONCEPTS 
IN  MANAGEMENT 

Barry  Ginsberg,  M.D.,  Assistant  Professor  of 
Internal  Medicine 

10:15  A.M.  — PERIODIC  HEALTH  ASSESSMENTS  (PAPS 
AND  PELVICS  — WHO  AND  WHEN?) 

Robert  B.  Wallace,  M.D.,  Professor,  Department 
of  Preventive  Medicine 

10:45  A.M.  — RECESS  (Conferees  will  have  10  minutes 
to  join  one  of  four  concurrent  sessions,  as  listed 
below.  They  will  be  free  to  move  from  one 
session  to  another,  as  desired.) 


DOCTOR'S  CHOICE 

(Panel  Discussions) 


MEDICINE  — Bean  Conference  Room/SE-301 


10:55  A.M.  — CALCIUM  BLOCKERS 

Donald  D.  Brown,  M.D.,  Associate  Professor, 
Department  of  Internal  Medicine 


11:15  A.M.  — CURRENT  ISSUES  IN  CARE  OF 
PATIENTS  WITH  ACUTE  MYOCARDIAL 
INFARCTION 

Carl  W.  White,  M.D.,  Associate  Professor, 
Department  of  Internal  Medicine 

11:35  A.M.  — ASTHMA:  CURRENT  CONCEPTS  AND 
TREATMENT 

Hal  B.  Richerson,  M.D.,  Professor,  Department  of 
Internal  Medicine 

11:55  A.M.  — INTERPRETATION  OF  LABORATORY 
TESTS  IN  RHEUMATOLOGY:  RHEUMATOID 
FACTORS  AND  ANA'S 

Robert  F.  Ashman,  M.D.,  Professor,  Department  of 
Internal  Medicine 


SURGERY  — Petersen  Conference  Room/E-140 


10:55  A.M.  — CRYOTHERAPY  FOR  NASAL 

OBSTRUCTION  AND  NASAL  HEADACHES 
Brian  F.  McCabe,  M.D.,  Professor  and  Head, 
Department  of  Ophthalmology  and  Maxillofacial 
Surgery 

11:15  A.M.  — TEMPORAL  ARTERITIS 

Sohan  S.  Hayreh,  M.D.,  Professor,  Department  of 
Ophthalmology 

11:35  A.M.  — IMPLANT  ARTHROPLASTY  IN 
RHEUMATOID  FINGERS 
William  F.  Blair,  M.D.,  Assistant  Professor, 
Department  of  Orthopaedics 

11:55  A.M.  — UPDATE  ON  NEUROLOGICAL 
SURGERY 

John  C.  VanGilder,  M.D.,  Professor,  Department 
of  Neurosurgery 


OBSTETRICS/GYNECOLOGY  — Medical  Alumni 
Auditorium/E-331 


10:55  A.M.  — ESTROGEN  REPLACEMENT  THERAPY 
Frederick  K.  Chapler,  M.D.,  Professor, 
Department  of  Obstetrics  and  Gynecology 

11:15  A.M.  — GENITAL  HERPES  INFECTIONS 

Rudolph  P.  Galask,  M.D.,  Professor,  Department 
of  Obstetrics  and  Gynecology 

1 1 :35  A.M.  — GYNECOLOGY  ONCOLOGY  — 1 982 
Barrie  Anderson,  M.D.,  Associate  Professor, 
Department  of  Obstetrics  and  Gynecology 

11:55  A.M.  — FETAL  ASSESSMENT  TESTS 

Roy  M.  Pitkin,  M.D.,  Professor  and  Head, 
Department  of  Obstetrics  and  Gynecology 


PEDIATRICS  — BY  AND  FOR  CLINICIANS  — Braley 
Conference  Room/W-252 


10:55  A.M.  — RECENT  ADVANCES  IN  ASTHMA 

Edward  G.  Nassif,  M.D.,  Ames,  Private  Practice  of 
Pediatric  Allergy 

11:15  A.M.  — DETECTION  AND  MANAGEMENT  OF 
REYES  SYNDROME 

Stephen  C.  Elliott,  D.O.,  Des  Moines,  Pediatric 
Hematologist  and  Oncologist,  Blank  Children's 
Hospital 

11:35  A.M.  — THE  AUTISTIC  CHILD 

Stanley  I.  Levine,  M.D.,  Ottumwa,  Private  Practice 
of  Pediatrics 


11:55  A.M.  — KAWASKI  DISEASE  — AN  OVERVIEW 
Basaviah  Chandramouli,  M.D.,  Des  Moines, 
Private  Practice  of  Pediatric  Cardiology 


12:15  P.M.  — TAKE  A BOX  LUNCH  AND  GO  ASK  THE 
EXPERT! 

Physicians  will  have  opportunity  during  the  noon 
break  to  purchase  a box  lunch  and  take  it  to  a 
department-of-choice,  where  faculty  will  be 
available  to  discuss  specific  problems.  Following 
is  a listing  of  the  Departments  which  will  be  open 
for  visits  with  host  faculty:  (Information  regarding 
department  locations  will  be  available  at  the 
meeting). 


Anesthesia: 
Dermatology: 
Family  Practice: 
Internal  Medicine: 

Neurology: 

Ophthalmology: 

Orthopaedics: 

Otolaryngology: 

Pediatrics: 

Psychiatry: 

Surgery: 

Urology: 


Martin  Sokoll,  M.D. 

John  Strauss,  M.D. 

Robert  Rakel,  M.D. 

Lewis  January,  M.D.  and 
Charles  Helms,  M.D. 
Maurice  Van  Allen,  M.D. 
Frederick  Blodi,  M.D. 
Reginald  Cooper,  M.D. 
Brian  McCabe,  M.D. 

James  Hanson,  M.D. 

John  Clancy,  M.D. 

Edward  Mason,  M.D. 
Charles  Hawtry,  M.D., 
Stephen  Loening,  M.D.,  and 
Walter  Gerber,  M.D. 


GENERAL  SESSION 

Medical  Alumni  Auditorium/E-331 


WHAT'S  NEW  IN  MEDICINE?  — PART  II 


1:45  P.M.  — NEUROLOGY 

Maurice  W.  Van  Allen,  M.D.,  Professor  and  Head, 
Department  of  Neurology 


DR.  SMITH 


DR.  COOPER 


DR.  STRAUSS 


1:53  P.M.  — OBSTETRICS  & GYNECOLOGY 
Roy  M.  Pitkin,  M.D.,  Professor  and  Head, 
Department  of  Obstetrics  and  Gynecology 

2:01  P.M.  — OPHTHALMOLOGY 

Frederick  C.  Blodi,  M.D.,  Professor  and  Head, 
Department  of  Ophthalmology 

2:09  P.M.  — ORTHOPAEDICS 

Reginald  R.  Cooper,  M.D.,  Professor  and  Head, 
Department  of  Orthopaedics 

2:17  P.M.  — OTOLARYNGOLOGY 

Brian  F.  McCabe,  M.D.,  Professor  and  Head, 
Department  of  Otolaryngology  and  Maxillofacial 
Surgery 

2:25  P.M.  — EMERGENCY  MEDICAL  SERVICES: 
WHAT'S  NEW? 

Albert  E.  Cram,  M.D.,  Associate  Professor  of 
Surgery  and  Chairman,  Governor's  Advisory 
Council  on  EMS 

2:40  P.M.  — PEARLS  FROM  THE  CONSULTANT  (THE 
NEW  . . . AND  THE  OVERLOOKED) 

OTOLARYNGOLOGY  AND  MAXILLOFACIAL 
SURGERY 

Brian  F.  McCabe,  M.D.,  Professor  and  Head, 
Department  of  Otolaryngology  and  Maxillofacial 
Surgery 

GERIATRICS  — Ian  M.  Smith,  M.D.,  Professor, 
Department  of  Internal  Medicine 

DERMATOLOGY  — John  S.  Strauss,  M.D., 

Professor  and  Head,  Department  of  Dermatology 

ORTHOPAEDIC  SURGERY  — Reginald  R. 

Cooper,  M.D.,  Professor  and  Head,  Department  of 
Orthopaedic  Surgery 


3:20  P.M.  — RECESS 


3:40  P.M.  — EVALUATION  OF  LEG  DISCOMFORT 
Harold  P.  Adams,  M.D.,  Associate  Professor, 
Department  of  Neurology 

Wade  C.  Lamberth,  Jr.,  M.D.,  Assistant  Professor, 
Department  of  Surgery 

Thomas  R.  Lehmann,  M.D.,  Assistant  Professor, 
Department  of  Orthopaedic  Surgery 

Douglas  B.  Dorner,  M.D.,  (Moderator),  Private 
Practice,  Vascular  Surgery,  Des  Moines 

4:20  P.M.  — GENETIC  COUNSELING  AND 
COMMON  CONGENITAL  SYNDROMES 
James  W.  Hanson,  M.D.,  Associate  Professor, 
Department  of  Pediatrics 

4:50  P.M.  — ADJOURNMENT 


THURSDAY,  APRIL  8 
HIGHLANDER  INN 

7:30  A.M.  — REGISTRATION 
Pipers  Ballroom/Main  Floor 

(Coffee  and  rolls  available) 


GENERAL  SESSION 

Pipers  Ballroom/Main  Floor 


WHAT'S  NEW  IN  MEDICINE  PANEL: 
PART  III 


8:00  A.M.  — PEDIATRICS 

Fred  G.  Smith,  Jr.,  M.D.,  Professor  and  Head, 
Department  of  Pediatrics 

8:08  A.M.  — PSYCHIATRY 

George  Winokur,  M.D.,  Professor  and  Head, 
Department  of  Psychiatry 

8:16  A.M.  — RADIOLOGY 

Kenneth  D.  Dolan,  M.D.,  Professor,  Department 
of  Radiology 

8:24  A.M.  — SURGERY 

Edward  E.  Mason,  M.D.,  Acting  Head, 
Department  of  Surgery 

8:32  A.M.  — UROLOGY 

Bernard  Fallon,  M.D.,  Associate  Professor, 
Department  of  Urology 

8:40  A.M.  — BREAK 


MEDICINE  — Pipers  Ballroom 


8:45  A.M.  — CURRENT  ISSUES  IN  CHEMOTHERAPY 
C.  Patrick  Burns,  M.D.,  Professor,  Department  of 
Internal  Medicine 

9:05  A.M.  — BONE  MARROW  TRANSPLANTATION 
Lynell  W.  Klassen,  M.D.,  Assistant  Professor, 
Department  of  Internal  Medicine 

9:25  A.M.  — CURRENT  MANAGEMENT  OF 
NON-HODGKINS  LYMPHOMA 
James  O.  Armitage,  M.D.,  Assistant  Professor, 
Department  of  Internal  Medicine 

9:45  A.M.  — STRATEGIES  IN  MANAGEMENT  OF 
ADVANCED  CARCINOMA  OF  THE  BREAST 
Michael  P.  Corder,  M.D.,  Associate  Professor, 
Department  of  Internal  Medicine 


PSYCHIATRY  AND  NEUROLOGY  — Gold  Room 


8:45  A.M.  — CURRENT  MANAGEMENT  OF  GRAND 
MAL  EPILEPSY 

Richard  W.  Fincham,  M.D.,  Professor,  Department 
of  Neurology 

9:05  A.M.  — ALZHEIMER'S  DISEASE 

Antonio  J.  Damasio,  M.D.,  Professor,  Department 
of  Neurology 

9:25  A.M.  — CURRENT  CONCEPTS  ON 

EVALUATION  AND  MANAGEMENT  OF 
DEPRESSION 

Nancy  C.  Andreasen,  M.D.,  Professor,  Department 
of  Psychiatry 

9:45  A.M.  — RECOGNITION  AND  ELIMINATION  OF 
COMMON  PROBLEMS  IN  THE 
PATIENT-PHYSICIAN  RELATIONSHIP  WHEN 
MAKING  A PSYCHIATRIC  DIAGNOSIS 
Reuben  B.  Widmer,  M.D.,  Professor,  Department 
of  Family  Practice 


SURGERY/OBSTETRICS  & GYNECOLOGY  — Garden 
Room 


8:45  A.M.  — PRE  AND  POST  OPERATIVE 

NUTRITION  FOR  THE  CANCER  PATIENT 
Adel  S.  Al-Jurf,  M.D.,  Ch.B.,  Associate  Professor, 
Department  of  Surgery 

9:05  A.M.  — MINIMAL  BREAST  CANCER 

Peter  R.  Jochimsen,  M.D.,  Associate  Professor, 
Department  of  Surgery 

9:25  A.M.  — CANCER  OF  THE  ESOPHAGUS 

Nicholas  P.  Rossi,  M.D.,  Professor,  Department  of 
Surgery 


9:45  A.M.  — GYNECOLOGICAL  MALIGNANCY 
George  W.  Chapman,  Jr.,  M.D.,  Assistant 
Professor,  Department  of  Obstetrics  & Gynecology 

10:05  A.M. — RECESS 

GENERAL  SESSION 

Pipers  Ballroom/Main  Floor 


10:20  A.M.  CONTINUUM  OF  CARE:  DISCHARGE 
PLANNING 

Margaret  Donnelly,  Coordinator,  Post  Hospital 
Care  Planning  Unit,  Department  of  Social 
Services,  University  Hospitals 


HEALTH  CARE  COSTS 


10:35  A.M.  — THE  IOWA  SCENE 

R.  Melvin  Henderson,  Ph.D.,  Chairman, 
Governor's  Commission  on  Health  Care  Costs, 
Dean  of  Academic  Affairs,  Simpson  College, 
Indianola 


10:50  A.M.  — INDUSTRY'S  CONCERN  AND 
INVOLVEMENT 

Robert  Burnett,  President,  The  Meredith 
Corporation,  Des  Moines 

11:05  A.M.  — THE  NATIONAL  PERSPECTIVE 

John  S.  Zapp,  D.D.S.,  Director,  Washington 
Office,  American  Medical  Association 


11:20 


A.M.  — QUESTION  AND  ANSWER  SESSION 

William  R.  Bliss,  M.D.  (Moderator),  Chairman, 
Iowa  Voluntary  Cost  Containment  Committee,  and 
Member,  Governor's  Commission  on  Health  Care 
Costs,  Ames 


DR.  HENDERSON 


MR.  BURNETT 


DR.  ZAPP 


DR.  BLISS 


DR.  FELTON 


DR.  OLIVER 


DR.  CAREW 


DR.  SEEBOHM 

11:45  A.M.  — SPECIAL  LUNCHEON  AND  PROGRAM 

HEALTH  MANPOWER:  NEW  ROLES  FOR  THE 
HEALTH  CARE  TEAM? 

Geraldene  Felton,  Ed.D.,  R.N.,/Professor  and 
Dean,  College  of  Nursing 

Denis  R.  Oliver,  Ph.D.,  Director,  Physician 
Assistant  Program,  College  of  Medicine 

Paul  M.  Seebohm,  M.D.,  Executive  Associate 
Dean,  College  of  Medicine 

David  P.  Carew,  Ph.D.,  Assistant  Dean  for 
Undergraduate  Affairs,  College  of  Pharmacy 

Sam  Levey,  Ph.D.  (Moderator),  Professor  and 
Head,  Graduate  Program  in  Health  and  Hospital 
Administration  and  Center  for  Health  Services 
Research 

1:15  P.M.  — ADJOURNMENT 


CME  CREDIT 


The  1982  Scientific  Session  of  the  Iowa  Medical  Society  is 
co-sponsored  by  the  University  of  Iowa  College  of  Medicine. 
As  an  organization  accredited  for  CME,  the  U.  of  I.  College 
of  Medicine  certifies  that  this  CME  offering  meets  the  criteria 
for  15  hours  in  Category  I of  the  AMA  Physician's  Recogni- 
tion Award,  provided  it  is  used  and  completed  as  desig- 
nated. 

In  addition,  the  program  has  been  approved  for  14  hours  of 
prescribed  credit  by  the  American  Academy  of  Family  Physi- 
cians. 


SPECIAL  EVENING  EVENTS 


comment  on  national  legislation  and  concerns  of  particular 
interest  to  lowans  — and  to  physicians. 


TUESDAY,  April  6 

RECEPTION  — A reception  for  physicians  and  their  spouses 
will  occur  from  6 p.m.  until  7 p.m.  in  the  Pipers  Ballroom, 
Highlander  Inn.  This  social  event  is  sponsored  by  the  Uni- 
versity of  Iowa  Foundation  and  the  U.  of  I.  College  of  Medi- 
cine. 

WEDNESDAY,  APRIL  7 

RECEPTION  — A "wine  and  cheese"  reception  for  physi- 
cians and  their  spouses  will  be  sponsored  by  the  Iowa 
Medical  Political  Action  Committee  from  6:15  p.m.  until  7 
p.m.  in  the  Pipers  Ballroom. 


The  Honorable  James  Leach 


BANQUET  — The  IMS  Scientific  Session  banquet  will  begin 
at  7 p.m.  in  the  Pipers  Ballroofn.  Immediately  preceding 
dinner,  the  OLD  GOLD  SINGERS  will  entertain. 

The  Honorable  James  Leach,  Iowa's  Congressman  for  the 
First  District,  will  be  a special  guest  at  the  banquet.  He  will 


LUNCHEONS 


WEDNESDAY,  APRIL  7 — Physicians  will  have  opportunity 
to  purchase  a box  lunch  at  University  Hospitals,  and  take  it 
to  a department-of-choice  to  discuss  specific  problems  with 
College  of  Medicine  faculty. 

THURSDAY,  April  8 — The  Scientific  Session  will  conclude 
with  a special  luncheon  program  beginning  at  1 1 :45  a.m.  in 
the  Pipers  Ballroom/Highlander  Inn.  A panel  of  experts  will 
discuss  "Health  Manpower:  New  Roles  for  the  Health  Care 
Team?" 


AUXILIARY 


Spouses  of  physicians  will  have  opportunity  to  join  a special 
Auxiliary  tour  of  the  Old  Capitol  at  10:15  a.m.  on  Wednes- 
day, April  7. 

A luncheon  is  scheduled  atthe  Highlander  Inn  at  noon.  Mrs. 
Janusz  Bardack,  of  Iowa  City,  will  speak  on  the  subject 
"Stress  in  the  Family  of  a Handicapped  Person." 

Reservations  should  be  made  with  Sandy  Nichols,  Auxiliary 
Staff  Secretary,  at  the  IMS  headquarters  office  (WATS  Line: 
1-800-422-3070). 

REGISTRATION  FORM 

A registration  form  is  provided  for  use  by  member  physicians 
who  wish  to  indicate  their  plans  to  attend  the  1982  IMS 
Scientific  Session.  Its  use  is  welcomed  and  urged  in  that 
receipt  of  advance  registrations  will  aid  in  necessary  plan- 
ning by  the  Program  Committee. 


ACKNOWLEDGMENT 


The  physician  members  of  the  Iowa  Medical 
Society  would  like  to  extend  their  special  thanks 
to  the  companies  listed  below  which  have  pro- 
Ayerst  Laboratories 
Blue  Cross/Blue  Shield  of  Iowa 
Cl  BA  Pharmaceutical  Company 
Geigy  Pharmaceuticals 
Eli  Lilly  & Company 
Parke-Davis 

Appreciation  is  also  extended  to  Blue  Shield  for 
sponsoring  the  coffee  functions  for  physicians 
and  their  spouses,  and  to  The  University  of  Iowa 
Foundation  and  College  of  Medicine  for  hosting 


vided  educational  grants  in  support  of  the  1982 
IMS  Scientific  Session.  This  contribution  to  post- 
graduate medical  education  is  most  appreciated. 

The  Purdue  Frederick  Company 
A.  H.  Robins  Company 
Smith,  Kline  & French  Laboratories 
E.  R.  Squibb  & Sons 
The  Upjohn  Company 

the  reception  on  Tuesday,  April  6,  and  Iowa 
Medical  Political  Action  Committee  for  hosting 
the  reception  on  Wednesday,  April  7.  The  Socie- 
ty is  grateful  for  this  support. 


1982  SCIENTIFIC  SESSION  REGISTRATION  FORM 

Please  Detach  and  Return  This  Form  to  IMS  Headquarters 

I PLAN  TO  ATTEND 

PLEASE  CHECK  NUMBER  ATTENDING 

The  Scientific  Session 

(April  6,  7 and  8)  

On  Tuesday  (4/6)  

On  Wednesday  (4/7) 

On  Thursday  (4/8)  ___  

Tuesday  Reception  

Wednesday  "Box"  Luncheon  ($3.00)  

Wednesday  Reception/Banquet  ($1 2.00)  

The  Thursday  Luncheon  ($5.50)  

Advance  Payment  For  Meal  Functions  Is  Welcomed  and  Urged 
Please  Make  Checks  Payable  to  The  Iowa  Medical  Society 

Name  (Please  Print) 

Address 

(Room  Reservations  Should  Be  Made  Directly  With  The  Highlander. 

The  Toll  Free  Number  Is  1/800-272-6444). 


• OUTREACH  PROGRAMS 


CONTACT:  CENTRAL  IOWA  DIABETES  EDUCATION  CENTER 
1 425  WOODLAND  AVENUE 
DES  MOINES,  IOWA  50308 
515-283-5074 


Letter  to  the  Editor: 


COMMENTING 

EDITORIALLY 

MARION  E.  ALBERTS,  M.D. 
SCIENTIFIC  EDITOR 


IMS  SCIENTIFIC  SESSION 


It  has  been  a long,  cold  miserable  winter. 

Hopefully,  by  the  first  part  of  April,  the 
snow  will  have  disappeared  under  the  warmth 
of  bright  sunshine.  The  roads  and  highways 
should  be  free  of  ice,  and  for  the  members  of 
IMS  all  roads  will  lead  to  Iowa  City  for  the 
annual  Scientific  Session  on  April  6,  7 and  8. 

This  issue  of  the  journal  contains  the  pro- 
gram which  has  been  developed  by  the  dili- 
gent members  of  the  scientific  program  com- 
mittee. There  should  be  something  of  interest 
for  nearly  every  physician.  Take  the  time  to 
read  the  offerings;  mark  the  calendar;  make  the 
proper  reservations,  and  join  your  colleagues 
for  one,  two,  or  all  three  days  of  refreshment  to 
the  mind,  body  and  soul.  — M.E.A. 


ABOUT  STERILIZING 

Dear  Editor: 

After  reading  your  admonition  regarding 
hand  washing  and  stethoscope  sterilizing,  I 
cultured  the  bell  and  diaphragm  ends  of  my 
office  scope  on  blood  agar. 

Bell  grew  3 colonies  of  staph  epidermidis,  a 
yellowish  colony  that  didn't  hemolyze  and  1 
colony  of  a fungus.  The  diaphragm  grew  3 
colonies  of  apparent  staph  epidermidis. 

No  great  cause  for  alarm  or  need  to  auto- 
clave? 

Have  you  tried  this?  — /.  W.  Reinertson, 
M.D.,  F.A.A.P.,  Cedar  Rapids 

EDITOR'S  NOTE 

Two  separate  cultures  were  done.  The  first  time 
there  were  approximately  500  colonies,  of  which  5% 
were  Staphylococcus  aureus  (coagulase  positive). 
The  second  culture  yielded  about  300  colonies,  of 
which  60%  were  Staphylococcus  epidermidis 
(coagulase  negative),  30%  Diphtheroids,  5%  Neis- 
sera  sicca,  4%  Bacillus  subtilis  and  1%  miscel- 
laneous skin  flora. 

However,  would  you  not  agree  that  stethoscopes 
in  the  neonatal  nurseries  should  be  sterilized? 

Also,  regarding  both  clean  stethoscopes,  as  well  as 
clean  hands,  I am  certain  our  patients  would  feel 
relieved  to  know  that  physicians  subscribe  to  the 
principles  of  hygiene. 


RECENT  BOOKS 


CAUTION:  KINDNESS  CAN  BE  DANGER- 
OUS TO  THE  ALCOHOLIC  (Misguided 
pseudokindness  may  retard  recovery),  1981, 
by  Abraham  J.  Twerski.  Englewood  Cliffs, 
New  Jersey.  Price,  $9.95. 

HAVING  A BABY  (A  guide  for  the  mother-to- 


be),  1981,  by  Eric  Trimmer.  St.  Martin's  Press, 
New  York.  Price,  $8.95. 

CURRENT  MEDICAL  DIAGNOSIS  AND 
TREATMENT,  1981,  by  Marcus  A.  Krupp  and 
Milton  J.  Chatton.  Lange  Medical  Publications, 
Los  Altos,  California.  Price,  $21.00. 

BURN  OUT:  THE  HIGH  COST  OF  ACHIEVE- 
MENT, 1980,  by  Herbert  J.  Freudenberger. 
Doubleday  & Co.  Inc.,  New  York.  Price,  $9.95. 
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RICHARD  M.  CAPLAN,  M.D. 


NOSTALGIA  FOR  THE  FUTURE 


Surely  even  great  minds  and  revered  per- 
sons can  prove  to  be  wrong  in  various 
particulars,  though  they  retain  our  admiration 
in  other  respects.  Witness  how  Socrates  in  the 
Phaedrus  voices  his  wariness  of  writing, 
arguing  that  its  widespread  employment 
would  destroy  memory  and  wisdom  by  enabl- 
ing people  to  compile  quantities  of  lifeless  in- 
formation. Indeed,  widespread  literacy  and 
prolific  use  of  writing  have  produced  an  in- 
credible amount  of  "lifeless  information,"  yet 
it  seems  not  to  have  destroyed  memory  (and 
probably  not  wisdom). 

But  such  reticence  to  adopt  new  develop- 
ments will  surely  persist  always.  Imagine  how 
uneasy  those  who  used,  copied  and  loved 
parchment  scrolls  must  have  felt  about  the  in- 
vention of  the  book  and  the  later  development 
of  movable  type.  Perhaps  it  was  something  like 
the  way  I felt  recently  when  my  tour  guide  at 
the  National  Library  of  Medicine,  on  demon- 
strating their  new  capability  for  computerized 
data  retrieval  and  display,  cheerily  added,  "In 
another  few  years  no  one  will  any  longer  have 
need  of  books." 

An  author  I was  recently  reading,  who  dealt 
with  the  topic  of  inappropriate  use  of  words, 
gave  as  an  example  the  phrase,  "nostalgia  for 
the  future."  Although  nostalgia  (derived  from 
Greek  nostos,  return,  and  algos,  pain)  cannot 
logically  be  felt  for  the  future,  the  sense  of 
yearning  or  sentimental  attraction  to  the  past  is 


Dr.  Caplan  is  Associate  Dean  for  Continuing  Medical  Education  at  The 
University  of  Iowa  College  of  Medicine. 


a part  of  human  behavior  and  thinking  pat- 
terns. In  a wonderful  poem  that  I've  always 
enjoyed,  "Animals,"  Walt  Whitman  praises 
them  for  some  of  their  characteristics  that  are 
so  un-human.  He  includes  the  lines,  "They  do 
not  lie  awake  in  the  dark  and  iveepfor  their  sins;/Not 
one  kneels  to  another,  nor  to  his  kind  that  lived 
thousands  of  years  ago;  ..." 

To  be  poised  at  the  present  and  able  to  re- 
member the  past,  yet  to  realize  in  full  con- 
sciousness that  there  will  be  a future  is  unique- 
ly human.  But  the  very  richness  of  our  human 
powers  to  conceptualize  makes  us  much  diffi- 
culty when  our  attachment  to  prior  ways  im- 
pedes our  ability  to  progress  normally  into  the 
future.  Such  "hang-ups"  occur  in  all  aspects  of 
our  development.  For  example,  there  are 
physical  kinds,  such  as  the  embryologic  failure 
of  closure  that  produces  cleft  lip  or  spina  bifi- 
da. Corresponding  events  seem  to  happen  in 
the  intellectual  sphere,  producing  persons 
who  never  develop  thinking  skills  beyond  the 


. . . whether  we  become  generally  closed- 
minded  or,  instead,  generally  receptive  to 
new  concepts. 


level  of  third  grade.  And  if  one  is  to  believe 
Freud,  emotional  development  can  likewise  be 
arrested  at  the  narcissistic  stage  or  the  oedipal 
latent  stage,  and  so  on.  It  seems  reasonable  to 
speculate  that  hang-ups  occur  also  with  those 
of  us  who  are  fully  mature;  they  reduce  our 
ability  to  be  receptive  to  new  ideas  and  ways. 
Most  of  us  become  fixed  at  some  level  of  habit 
or  tradition  while  a few  others  seem  able  to 
change  and  grow  more  readily. 

What  a fascinating  problem:  to  speculate 
among  many  possibilities  on  aspects  of  our 
genes,  our  early  training,  our  cerebral 
architecture  and  blood  supply,  our  circum- 
stances of  positive  and  negative  conditioning 
— all  of  which  determine  whether  we  become 
generally  closed-minded  or,  instead,  generally 
receptive  to  new  concepts. 

Participating  in  continuing  medical  educa- 
tion may  not  convert  us  from  being  stuck-in- 
our-ways  to  being  old-dogs-learning-new- 
tricks,  but  it  may  provide  solace  to  those  who 
wish  to  learn  and  find  they  still  can.  To  those 
who  cherish  the  category  of  learning-new- 
tricks,  such  iterated  proof  is  indispensable. 
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REYNOLD  SPECTOR,  M.D.,  Editor 


IMMUNOPROPHYLAXIS 
OF  NON-B  HEPATITIS 
(Hepatitis  A and 
Non-A  Non-B  Hepatitis) 


By  the  mid  1940s,  clinicians  and  epi- 
demiologists had  already  recognized  that 
2 forms  of  hepatitis  existed  which  could  be 
differentiated  by  their  short  (2  to  6 weeks)  or 
long  (2  to  6 months)  incubation  periods.  Fur- 
ther studies  in  the  United  States  and  Great 
Britain  clearly  showed  that  the  short- 
incubation  hepatitis  was  transmitted  primarily 
by  the  fecal-oral  route  whereas  the  long- 
incubation  hepatitis  was  transmitted  by 
serum.1,  2 The  general  clinical  and  epidemio- 
logical characteristics  of  infectious  and  serum 
hepatitis  were  well  established  by  the  early 
1950s.  But  it  was  not  until  Blumberg  discov- 
ered the  Australia  antigen  in  1967  and  its  rela- 
tionship to  serum  hepatitis  was  recognized 
that  the  modern  hepatitis  era  began.  The  actual 
infectious  agent  of  serum  hepatitis,  the  Dane 


This  information  for  Iowa  physicians  is  furnished  and  sponsored  by  the 
University  of  Iowa  Hospitals  and  Clinics. 


particle,  was  found  shortly  thereafter  and  is 
now  the  prototype  of  a new  class  of  viruses, 
the  Hepadna  viruses.  Much  of  the  current 
knowledge  of  hepatitis  B (HB)  was  discussed 
in  an  earlier  article  in  this  series.3 

Six  years  after  the  discovery  of  the  HB  sur- 
face antigen,  Feinstone  and  co-workers  found 
viral  particles  in  the  stool  of  a patient  with 
infectious  hepatitis.  The  isolation  of  serum 
antibodies  to  hepatitis  A (HA)  quickly  followed 
and  now  provides  a quick  and  convenient  test 
with  which  to  diagnose  HA.2 

The  availability  of  specific  serologic  tests  for 
HA  and  HB  revealed  the  surprising  informa- 
tion that  many  patients  with  hepatitis  had  no 
evidence  of  either  HA  or  HB.  Nor  did  they 
appear  to  have  other  known  causes  of  hepati- 
tis, for  example,  cytomegalovirus,  herpes 
virus,  Epstein-Barr  virus,  or  toxoplasmosis. 
This  led  to  the  recognition  that  a third  form  of 
viral  hepatitis  exists,  currently  referred  to  as 
Non-A  Non-B  hepatitis  (NANB).2 

HEPATITIS  A 

The  Agent 

In  contrast  to  HB,  HA  is  smaller  (27  nano- 
meters) and  contains  RNA  rather  than  DNA.  It 
probably  belongs  to  the  picornavirus  family 
which  also  includes  the  echo,  coxsackie,  and 
polio  viruses.2,  4 

Transmission 

Infection  occurs  almost  exclusively  by  the 
fecal-oral  route.  A high  percentage  of  cases  are 
anicteric  and  subclinical.  The  frequency  of  anti- 
bodies to  HA  in  the  population  decreases  with 
increasing  socioeconomic  status,  apparently 
due  to  differences  in  sanitation  and  personal 
hygiene,  and  increases  with  increasing  age. 
The  patient  is  most  infectious  during  the  2-  to 
6-week  incubation  period  when  large  quanti- 
ties of  virus  are  shed  in  the  stool.  Three  to  five 
days  after  the  appearance  of  symptoms  or  clin- 
ical jaundice,  the  virus  can  no  longer  be  recov- 
ered from  the  stool.  There  is  only  a transient 
stage  of  viremia,  and  there  is  very  little  risk  of 
transmission  by  blood  or  blood  products.2,  4 

Diagnosis 

Because  of  the  brief  period  of  viremia,  viral 
antigen  is  not  detected  in  serum.  The  virus  can 
be  detected  in  stool  only  during  the  presymp- 
tomatic  stage  of  the  illness,  and  even  then  re- 
quires immune  electron  microscopy,  a tech- 
nique available  in  only  a few  research  labs. 
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Antibody  to  HA  can  be  readily  detected  in 
serum  by  the  time  of  clinical  illness.  However, 
because  of  the  high  frequency  of  prior  infec- 
tion, many  patients  will  have  pre-existing  anti- 
body to  HA.  In  order  to  make  the  diagnosis  of 
acute  HA,  one  must  demonstrate  the  presence 
of  the  IgM  class  of  antibody  to  HA.  This  class  of 
antibody  appears  early  in  an  infection  and  falls 
rapidly  with  clearing  of  the  infection,  whereas 
the  later  rising  IgG  antibody  is  more  long  lived. 
Fortunately,  standard  kits  are  now  available  to 
measure  IgM  antibody  to  HA.4 

The  Disease 

Differentiating  HA  from  other  forms  of  acute 
hepatitis  is  of  more  than  academic  interest  be- 
cause HA  has  a much  more  benign  prog- 
nosis.2' 4 Although  it  is  responsible  for  a great 
deal  of  epidemic  hepatitis  and  20  to  40%  of 
sporadic  community-acquired  hepatitis,3  HA 
rarely  results  in  fulminant  hepatitis  (—1/1000 
cases)  and  has  not  been  shown  to  produce 
chronic  active  hepatitis  or  cirrhosis.4  Because 
there  is  no  chronic  carrier  state  and  man  is  the 
only  usual  vector  in  nature,  the  reason  for  its 
perpetuation  appears  to  be  the  high  frequency 
of  anicteric  infection.  In  underdeveloped  coun- 
tries with  poor  public  sanitation,  up  to  90%  of 
children  have  had  HA  by  age  10. 4 In  other 
countries,  for  example,  the  United  States, 
childhood  rates  of  infection  are  lower  but  con- 
tinue to  rise  with  age  so  that  about  two-thirds 
of  the  population  will  have  antibodies  to  HA 
by  the  age  of  50. 

Prevention  of  HA 

Passive  Prophylaxis  — Even  before  the  virus 
of  HA  had  been  identified,  it  was  clear  that 
human  immune  serum  globulin  (ISG)  was 
effective  against  HA.  If  it  is  given  prior  to  expo- 
sure, ISG  will  prevent  the  acquisition  of  HA. 
When  it  is  given  after  exposure,  it  will  attenu- 
ate the  infection  to  a subclinical,  anicteric  one. 
The  currently  recommended  dose  is  0.02  ml/kg 
body  weight  given  intramuscularly  or  sub- 
cutaneously. A convenient  approach  is  to  give 
0.5  ml  to  those  weighing  < 50  pounds,  1.0  ml 
to  those  between  50  and  100  pounds,  and  2.0 
ml  to  those  > 100  pounds.  Prophylaxis  is  rec- 
ommended for  those  having  close  personal 
contact  with  persons  exhibiting  acute  HA 
(household,  institutional,  and  prison  con- 
tacts). School  contacts  should  only  be  treated 
during  epidemics.  Limited  exposure,  such  as 
occurs  on  a hospital  ward  or  in  an  office,  does 


not  require  prophylaxis.  Individuals  traveling 
to  a tropical  or  developing  country  who  do  not 
already  have  antibodies  to  HA  should  receive 
ISG  prior  to  traveling  and  again  in  4 to  6 
months  if  they  stay  for  an  extended  period  of 
time.  Workers  with  nonhuman  primates 
should  also  receive  ISG  every  4 to  6 months.6,  7 

Adverse  reactions  to  ISG  are  uncommon, 
averaging  about  1%,  and  include  pain  and 
hematoma  at  the  injection  site,  arthralgias, 
urticaria,  rash,  and  unexplained  fever.  One  VA 
study  found  a similar  frequency  of  such  mild 
reactions  in  patients  receiving  ISG  or  placebo 
injections.8  Allergic  reactions  are  more  com- 
mon in  children  with  IgA  deficiency.  Toxic 
reactions  are  much  more  common  if  ISG  is 
given  intravenously  instead  of  by  the  recom- 
mended intramuscular  or  subcutaneous 
routes.7 

Active  Immunization  — HA  can  be  passaged 
in  marmosets  and  in  tissue  culture.  Efforts  are 
currently  under  way  to  develop  a vaccine  from 
these  materials  but  such  a vaccine  will  not  be 
available  for  some  time  and,  due  to  the  rel- 
atively benign  nature  of  HA,  its  use  will  prob- 
ably be  limited  to  those  at  high  risk  when  it 
does  become  available. 

NANB  HEPATITIS 

The  Agent  and  the  Disease 

In  contrast  to  HA  and  HB,  no  convincing 
agent  or  antigen/antibody  system  has  yet  been 
described  for  NANB  hepatitis.2,  9 Evidence  is 
accumulating  that  there  are  at  least  2 different 
agents  of  NANB  hepatitis.  One  behaves  much 
like  HA  and  has  been  implicated  as  the  causa- 
tive agent  in  several  epidemics  of  hepatitis  due 
to  contaminated  water  supplies.  In  addition, 
NANB  hepatitis  now  accounts  for  90  to  95%  of 
all  posttransfusion  hepatitis.  The  agent(s)  in 
the  latter  infection  behaves  much  like  HB  but 
the  incubation  period  ranges  from  2 to  22 
weeks  suggesting  the  possibility  of  more  than 
one  agent.  As  many  as  30%  of  posttransfusion 
NANB  hepatitis  cases  become  chronic  with 
some  resulting  in  chronic  active  hepatitis  and 
cirrhosis.  Presumably,  a chronic  carrier  state 
also  results  and  serves  as  the  reservoir  for  post- 
transfusion NANB  hepatitis.  NANB  hepatitis 
also  accounts  for  almost  50%  of  fulminant  viral 
hepatitis  cases  in  the  United  States  and  about 
50%  of  non-B  community-acquired  acute  viral 
hepatitis.2,  9 

(Please  turn  to  page  118) 
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HEALTH  CARE  QUALITY 
IN  IOWA  NURSING  HOMES 


During  the  60's  and  early  70's,  when  older 
Americans  were  seeking  nursing  home 
care  in  an  increasing  number,  news  media  re- 
ports deplored  the  incidence  of  resident  abuses 
or  the  otherwise  poor  quality  of  health  care 
services  some  homes  were  alleged  to  provide. 
These  allegations  were  investigated  extensive- 
ly and  led  eventually  to  a promulgation  of 
tougher  rules  and  regulations.1  It  must  be 
added,  however,  these  earlier  allegations  and 
indictments  resulted  from  isolated  investiga- 
tions in  selective  areas  of  personal  and  health 
care  and  do  not  represent  a generalization 
based  on  comprehensive  and  systematic  data. 
Little  was  known  one  way  or  another  how 
poorly  (or  well)  nursing  homes  cared  for  their 
residents.  This  was  due  mostly  to  the  fact  that 
nursing  home  care  or  long-term  care  (LTC)  was 
a relatively  new  concept  in  the  United  States 
and  in  part  to  a difficulty  in  conceptualizing 
and  empirically  measuring  the  quality  aspects 
of  health  care  and  care  outcomes.2  The  legisla- 
tive and  regulatory  bodies  at  federal  and  state 
levels  were  busy  regulating  what  one  might 
call  the  inputs  (e.g.,  staffing)  and  the  pro- 
cesses; and  the  state  administrative  courts 
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were  busy  with  litigatory  action  brought  by  the 
enforcement  agencies.  Generally,  the  health 
planners,  the  LTC  policy  makers,  and  the  pub- 
lic were  left  in  the  dark  about  the  quality 
aspects  of  health  care  in  nursing  homes. 

In  an  effort  to  address  the  need  for  data  on 
health  care  quality,  the  Iowa  State  Department 
of  Health  recently  developed  an  outcome- 
oriented  survey  method,  and  has  implement- 
ed it  on  an  experimental  basis.3  With  acknowl- 
edged imperfections  in  the  survey  tool  and  the 
problems  in  its  first-year  application,  we  still 
have  a glimpse  of  health  care  quality  that  Iowa 
nursing  home  residents  are  receiving.  A few 
highlights  from  the  survey,  (conducted  be- 
tween September  1980  and  May  1981)  are  re- 
ported here.  The  survey  covered  278  in- 
termediate care  facilities  (ICF)  and  a sample  of 
approximately  2,800  nursing  home  residents, 
or  about  10  residents  randomly  selected  from 
each  facility. 

The  survey  is  designed  to  gather  on  an 
ongoing  basis  health  care  information  on  over 
150  items,  from  inspection  of  the  building 
structure  to  resident  record  files  and  from  in- 
terviews with  nursing  home  staff  and  resi- 
dents. Table  1 is  a summary  of  the  data  on  four 
broad  aspects  of  nursing  care  — health  care, 
food  service,  and  living  environment  as  broken 
down  by  the  organizational  status,  whether 
proprietary  or  nonprofit. 

HEALTH  CARE  ASPECTS 

As  the  Table  I shows,  the  ICF's  in  Iowa  are 
providing  sufficient  staff  hours  for  their  resi- 
dents — 2.2  hours  per  day  for  each  resident  — 
which  is  above  what  the  Iowa  Administrative 
Code  of  Health  (Chapter  58)  prescribes.  The 
Code  requires  the  ICF  to  provide  a minimum  of 
1.7  staff  hours.  It  is  not  surprising,  therefore, 
to  find  the  ICF's  generally  doing  a satisfactory 
job  in  providing  the  various  nursing  and  per- 
sonal services  required  by  law.  According  to 
the  survey,  the  average  ICF  is  meeting  more 
than  99%  of  the  required  services.  Except  for  a 
few  exceptional  cases,  the  IFC  residents  are 
getting  all  required  personal  and  nursing  ser- 
vices as  they  are  needed. 

Not  so  rosy,  however,  is  the  picture  for  the 
professional  and  technical  aspects  of  health 
care.  For  most  of  these  facilities,  health  care 
planning  (or  overall  care  plan)  for  the  residents 
is  far  from  satisfactory  completion.  The  Code 
requires  the  ICFs  to  prepare  an  overall  care 
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TABLE  I 

SELECTED  HEALTH  CARE  RESULTS  IN  IOWA  LONG  TERM  FACILITIES 


Service  Areas 

Proprietary 

facilities 

(N  = 197) 

Nonprofit 
facilities 
(N  = 81) 

Overall 

average 

(N  = 278) 

HEALTH  CARE 

Staffing  (Hrs.  per  resident  per  day) 

2.1 

2.6 

2.2 

Care  planning  (%  of  completion) 

53.2 

55.4 

54.0 

Care  review  (%  of  adequate  review) 

56.3 

62.0 

58.0 

Medication  (%  of  implementation) 

83.0 

84.4 

83.5 

Treatment  (%  of  implementation) 

88.9 

91.7 

91.4 

Diet  (%  of  implementation) 

83.0 

82.1 

82.6 

Nursing  services  as  required  (%) 

99.3 

99.7 

99.4 

FOOD  SERVICE 

Blended  (satisfactory  menus  for  7 days) 

5.9 

6.2 

6.0 

General  (satisfactory  menus  for  7 days) 

6.7 

6.8 

6.8 

Sodium  restricted  (satisfactory  menus 

for  7 days) 

6.3 

6.5 

6.4 

Diabetic  (satisfactory  menus  for  7 days) 

6.2 

6.3 

6.3 

LIVING  ENVIRONMENT* 

Resident  room  conditions 

4.2 

4.4 

4.3 

Dining,  kitchen,  food  storage 

4.3 

4.4 

4.3 

10  other  public  areas 

4.0 

4.3 

4.1 

* The  quality  of  living  environment  is  measured  using  a five-point  scale  with  "1"  being  considered  as  poor  and  "5"  as  excellent. 


plan  for  each  resident,  based  on  specific  prob- 
lems identified,  in  an  interdisciplinary  man- 
ner, and  with  the  goals  set  in  realistic  terms.  Of 
approximately  2,800  residents,  the  survey 
shows  only  54%  of  them  have  care  plans  which 
are  satisfactory.  About  2.5%  of  these  residents 
were  found  to  have  no  care  plans.  Similarly, 
the  ICF's  appear  to  be  doing  somewhat  a 
haphazard  job  in  reviewing  the  health  care 
progress  of  their  residents.  Only  58%  of  the 
sampled  residents  were  found  to  have  their 
health  status  reviewed  at  an  acceptable  level. 
The  law  requires  the  reviews  on  a quarterly 
basis. 

The  survey  also  shows  a substantial  number 
of  discrepancies  exist  in  the  resident's  record 
files  as  to  the  implementation  of  physician- 
prescribed  medication,  treatment,  and  diet 
schedules.  The  highest  discrepancies  are 
found  in  diet  implementation  with  17.4%  of 
the  sampled  residents  showing  either  minor  or 
major  discrepancies;  next  is  medications  with 
16.5%  discrepancy,  and  finally  in  treatment 
with  8.6%.  Not  evident  from  the  data  is  why 
the  ICF's  show  so  much  discrepancy  in  profes- 
sional health  care  when  they  budget  sufficient 
staff  resources.  Without  the  data  one  may  only 
speculate  on  several  plausible  hypotheses,  in- 
cluding the  staff  utilization,  the  quality  of  in- 
service  training,  and  traditional  emphasis  of 


the  Health  Department  on  the  input  and  pro- 
cedural compliance,  and  not  on  the  care  out- 
comes and  quality. 

FOOD  SERVICE 

Realistically,  no  one  would  expect  nursing 
home  residents  to  be  any  different  from  the 
college  students  in  a dormitory,  as  far  as  the 
food  is  concerned;  they  eat  and  grumble.  The 
survey,  therefore,  is  not  designed  to  learn  how 
the  residents  like  their  food  but  to  find  if  the 
facilities  are  providing  the  basic  nutritional  re- 
quirements for  their  residents  (i.e.,  milk,  meat, 
vegetables  and  fruits,  bread  and  cereal).  The 
inspection  of  a week's  menus  shows  that  most 
facilities  have  satisfactory  menus  for  the  gener- 
al meals  but  show  a less  than  satisfactory  per- 
formance in  the  categories  of  the  blended,  the 
sodium  restricted,  and  the  diabetic.  Of  seven 
days  there  is  about  a day's  menu  which  is  con- 
sidered to  be  not  planned  satisfactorily. 

LIVING  ENVIRONMENT 

"In  olden  days,"  a state  surveyor  once  com- 
mented to  me,  "some  nursing  homes  were  like 
pits.  Today,  most  nursing  homes  are  clean  and 
respectable."  The  survey  results  seem  to  agree 
with  this  assessment.  As  a means  of  assessing 
the  physical  conditions  of  the  residents'  living 
environment,  the  surveyors  inspected  the  in- 
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January  1982  Morbidity  Report 


Disease 

Jan. 

1982 

Total 

1982 

to 

Date 

1981 

to 

Date 

Most  Jan.  Cases 
Reported  From 
These  Counties 

Amebiasis 

8 

8 

0 

Johnson,  Polk, 

Brucellosis 

0 

0 

0 

Woodbury 

Chickenpox 

895 

895 

1358 

Linn,  Dubuque, 

Cytomegalovirus 

0 

0 

2 

Polk 

Eaton's  Agent 
infection 

25 

25 

3 

Polk,  Scott,  Clinton 

Encephalitis,  viral 

0 

0 

1 

Erythema 

infectiosum 

18 

18 

163 

Scott,  Pottawattamie 

Gastroenteritis 

(GIV) 

1070 

1070 

3000 

Linn,  Polk,  O'Brien 

Giardiasis 

5 

5 

6 

Scattered 

Hepatitis,  A 

8 

8 

34 

Muscatine 

Hepatitis,  B 

6 

6 

7 

Polk 

Hepatitis 

type  unspecified 

0 

0 

5 

Hepatitis 

Non  A,  Non  B 

1 

1 

0 

Linn 

Herpes  Simplex 

26 

26 

8 

Clinton,  Johnson, 

Herpes  Zoster 

0 

0 

1 

Polk 

Histoplasmosis 

6 

6 

3 

Marshall 

Infectious 

mononucleosis 

24 

24 

32 

Black  Hawk,  Linn 

Influenza, 

lab  confirmed 

0 

0 

32 

Influenza-like 
illness  (URI) 

3786 

3786 

12175 

Palo  Alto,  Linn, 

Meningitis 

aseptic 

3 

3 

6 

Johnson 

Cerro  Gordo,  Linn, 

bacterial 

15 

15 

17 

Mitchell 
Polk,  Clinton 

meningococcal 

1 

1 

4 

Polk 

Mumps 

5 

5 

8 

Linn 

Pertussis 

0 

0 

0 

Rabies  in  animals 

28 

28 

55 

Mahaska,  Webster, 

Rheumatic  fever 

1 

1 

1 

Woodbury 

Davis 

Rubella 

(German  measles) 

0 

0 

0 

Measles 

0 

0 

0 

Salmonellosis 

10 

10 

12 

Scattered 

Shigellosis 

3 

3 

9 

Linn 

Tuberculosis 
total  ill 

3 

3 

9 

Clinton,  Hardin, 

bact.  pos. 

3 

3 

9 

Woodbury 
Clinton,  Hardin, 

Venereal  diseases: 
Gonorrhea 

314 

314 

382 

Woodbury 

Polk,  Scott,  Black  Hawk 

Syphilis 

0 

0 

1 

Laboratory  Virus  Diagnosis  Without  Specified  Clinical  Syndrome:  Adenovirus 

— 2,  Johnson,  1,  Polk,  1,  Woodbury;  Guillain  Barre — 1,  Polk;  Legion- 
naire's Disease  — 1 , Lee,  1 , Scott,  1 , Webster;  Ascariasis  — 2,  Johnson; 
ECHO  virus  — 1 , Scott;  Typhoid  Fever  — 1 , Black  Hawk;  Campylobacter 

— 1,  Appanoose,  4,  Dubuque,  3,  Johnson,  1,  Louisa,  1,  Lucas,  5,  Polk,  1, 
Wapello,  1,  Webster. 
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dividual  resident's  rooms;  dining,  kitchen,  and 
food  storage  areas;  and  other  public  areas, 
such  as  yards,  buildings,  utility  rooms,  laun- 
dry areas,  and  central  bathing  areas.  Based  on 
the  general  cleanliness,  orderliness,  and 
maintenance  conditions,  these  places  were 
rated  by  the  surveyors  on  a 5 point  scale  with 
"1"  being  poor  and  "5"  excellent.  As  Table  I 
indicates,  the  ICF's  appear  to  maintain  a quali- 
ty living  environment.  The  scores  indicate  that 
overall,  the  facilities  are  rated  good  in  their 
physical  and  maintenance  status. 

CONCLUSION 

Because  of  space  limitations,  only  a cursory 
overview  of  the  survey  data  is  presented.  We 
have  focused  on  a few  selective  dimensions  of 
health  care.  Wading  through  the  data,  a few 
generalizations  are  nonetheless  possible. 
Overall,  Iowa  ICF's  appear  to  be  doing  well  in 
providing  a sufficient  number  of  nursing  staff, 
meeting  the  required  nursing  and  personal  ser- 
vices, and  providing  a generally  clean  living 
environment,  all  of  which  are  a significant  de- 
parture from  the  impressions  of  the  60's  and 
the  early  70's.  The  ratings  are  not  so  high, 
however,  in  such  professional  care  areas  as 
health  planning,  progress  review,  medication, 
treatment,  and  dietary  implementation.  Fu- 
ture efforts  may  need  to  be  concentrated  on 
these  professional  service  areas  if  the  nursing 
homes  are  to  gain  greater  public  confidence. 
Finally,  the  data  gives  an  impression  that  in  a 
majority  of  the  care  areas,  the  small  proprie- 
tary facilities  show  consistently  lower  perform- 
ance ratings  than  their  counterparts  in  the  non- 
profit sector.  The  administrators  and  the  pro- 
fessional staff  in  these  facilities  may  have  to 
make  additional  efforts  to  maintain  pace  with 
the  rest  of  the  ICF's  in  Iowa. 
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Headaches? 


DRUG  THERAPY  REVIEW 

(Continued  from  page  113) 


Transmission  and  Diagnosis 

Little  can  be  said  about  transmission  except 
that  certain  agents  of  NANB  hepatitis  are  clear- 
ly transmitted  via  blood  products  and  ac- 
cidental needle  sticks,  whereas  the  fecal-oral 
route  and  contaminated  water  have  been  im- 
plicated in  other  infections.  Because  there  is  no 
direct  test  for  NANB  hepatitis,  diagnosis  is  by 
exclusion  after  eliminating  HA,  HB,  CMV, 
EBV,  herpes,  and  toxoplasmosis  infections. 


Get  fast  relief  with  the  only  cash  management 
system  designed  especially  for  the  needs  of 
health  care  professionals. 

Cash  Management  for 
Doctors 

(cUXSk  INCREASED  EARNING  POWER.  Your  funds 
earn  current  money  market  rates  of  interest. 
UNLIMITED  DRAFT- WRITING. 
PRIVILEGES.  Use  your  CMD  account  like  you 
use  your  business  checking  account  now. 

EASE  OF  RECORD  KEEPING.  You  receive 
accurate  monthly  statements. 

TOTAL  FLEXIBILITY.  No  limits  or 
restrictions  on  your  participation. 
PROFESSIONAL  INVESTMENT 
MANAGEMENT. 

Call  or  write  for  complete  details  today! 


Jif/aMlS? 

mmm$L 


ASSOCIATION 


2 19  COMMERCE  BUILDING 
SIOUX  CITY,  IOWA  51101 

712-255-0039 
IN  IOWA  CALL  COLLECT 

OUTSIDE  OL  IOWA 
1-800-831-5902 


Prevention 

No  information  is  available  concerning  post- 
exposure prevention  of  disease.  However, 
preexposure  use  of  ISG  appeared  to  attenuate 
posttransfusion  hepatitis  and  prevent  its  pro- 
gression to  chronic  hepatitis.10,  n'  12  For 
accidental  needle  stick  exposure,  0.06  ml/kg 
body  weight  of  ISG  appears  to  be  appropriate 
treatment  until  more  information  is  available. 
For  nonparenteral  exposure,  prophylaxis  for 
HA  is  recommended.  No  active  immunization 
will  be  possible  until  the  infectious  agents  are 
isolated.  — Douglas  R.  LaBrecque,  M.D.,  Assis- 
tant Professor  of  Medicine 
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PHYSICIANS 


Dr.  John  F.  Hess  has  been  named  president  of 
the  medical  staff  at  Mercy  Hospital  in  Cedar 
Rapids.  Dr.  Thomas  Schueller  was  named  vice 
president  and  Dr.  Leland  Hawkins,  secretary- 
treasurer.  All  are  CR  physicians. 

Dr.  Nelson  Chesney  recently  began  a solo 
family  practice  in  Bettendorf.  Dr.  Chesney  re- 
ceived the  M.D.  degree  at  U.  of  I.  College  of 
Medicine  and  interned  at  Maricopa  County 
General  Hospital  in  Phoenix,  Arizona.  Prior  to 
locating  in  Bettendorf,  Dr.  Chesney  was 
associated  with  Winterset  Medical  Associates. 

. . . Dr.  Ronald  Lemmons,  Estherville,  was 


named  a fellow  of  the  International  College  of 
Surgeons  at  the  group's  recent  annual  meeting 
in  Coronado,  California.  . . . Dr.  Kenneth  Lis- 
ter, Ottumwa,  recently  was  honored  by  the 
medical  staff  of  the  Jefferson  County  Hospital 
in  Fairfield.  A special  plaque  was  presented  to 
him  on  behalf  of  the  hospital  board  and  staff  in 
appreciation  of  his  30  years  of  service  to  the 
hospital.  Dr.  Lister  is  a former  IMS  president; 
diplomate  of  the  American  Board  of  Surgery 
and  a fellow  of  the  American  College  of 
Surgery.  He  began  his  practice  of  surgery  in 
Ottumwa  in  1948,  retiring  in  1981.  Dr.  Frank 
R.  Richmond,  Sr.,  Fort  Madison,  recently  was 
featured  in  a newspaper  article  citing  his  61 
years  in  the  practice  of  medicine.  Dr.  Rich- 
mond received  the  M.D.  degree  at  U.  of  I. 
College  of  Medicine  and  interned  at  Cook 
County  Hospital  in  Chicago.  He  began  his 
medical  practice  in  Fort  Madison  in  1920.  His 
son.  Dr.  Frank  R.  Richmond,  Jr.,  joined  him  in 
1953.  Dr.  Richmond  still  makes  house  calls; 
takes  medical  refresher  courses  and  has  no  in- 
tention of  slowing  down. 

(Please  turn  to  page  120) 
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FOR  ALL  YOUR  MEDICAL  SUPPLY  & HOME  CONVALESCENT  NEEDS 


Wheel  Chairs 
Hospital  Beds 
All  Purpose 
Commode  Chairs 
Walkers  — Commodes 
Dressings 


Surgical  Pads 
Combine  Roles 
Under  Pads 
Adult  Plastic  Pants 
Oxygen  Supplies 
Student  Supplies 


Instruments 
Diagnostic  Equip. 
Lab  Supplies 
Equip.  For  Exam 
Rooms 

Crutches  — Canes 


Back  Rests 
Traction  Equip. 
Whirlpool  Baths 
Catheters 
Plastic 
Disposables 


SALES  — LEASING  — SERVICE  — REPAIRS 
"After  the  Sale  . . . it's  the  Service  that  Counts. " 


Call  FOR  INFORMATION:  Home  Office:  PH  319/337-3121 
Branch  Office:  PH  515/274-4015 


225  E.  Prentiss  St.  Iowa  City,  Iowa  52240 

5737  University  Avenue  Des  Moines,  Iowa  50311 


OTHER  STATES  IOWA  WATS 

1/800/553-6296  1/800/272-6448 
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A husband-wife  team.  Dr.  James  Kannenberg 
and  Dr.  Kathy  Anderson,  will  begin  family 
practice  in  Fort  Madison  in  July.  Dr.  Kannen- 
berg and  Dr.  Anderson  received  their  M.D. 
degrees  at  the  University  of  Wisconsin  School 
of  Medicine  and  had  their  family  practice  res- 
idencies at  the  Lutheran  Medical  Center  in  St. 
Louis,  Missouri.  . . . Dr.  Charles  Breeding  will 
begin  family  practice  in  Paullina  in  August.  Dr. 
Breeding  received  his  M.D.  degree  at  Creigh- 
ton University  School  of  Medicine  in  Omaha, 
Nebraska  and  is  completing  his  family  practice 
residency  at  the  University  of  Texas  Medical 
Branch  at  Galveston,  Texas.  . . . Dr.  Joseph  E. 1 
Rose,  Grundy  Center  physician  for  over  50 
years,  closed  his  medical  practice  in  December. 
Dr.  Rose  received  the  M.D.  degree  at  the 
U.  of  I.  College  of  Medicine  and  interned  at 
the  U.  S.  Marine  Hospital  in  New  Orleans, 
Louisiana.  He  began  his  medical  practice  in 
Grundy  Center  in  1931 . Dr.  Rose  is  a past  presi- 
dent of  the  Grundy  Center  School  Board;  past 
president  of  the  Grundy  County  Memorial 
Hospital  medical  staff  and  a life  member  of  the 


Iowa  Medical  Society.  . . . Dr.  Douglas  E. 
Vickstrom,  Davenport,  Drs.  Kenneth  A. 
Hubei,  John  B.  Stokes,  III,  and  John  M.  Weil- 
er,  all  of  Iowa  City,  and  Dr.  Jaleel  Y.  Siddiqui, 
West  Des  Moines,  have  been  named  fellows  of 
the  American  College  of  Physicians.  . . . Dr. 
Timothy  Thomsen,  Mason  City,  was  guest 
speaker  at  the  January  meeting  of  the  Wright 
County  Medical  Society.  Dr.  Thomsen  spoke 
on  ”CA  of  the  Esophagus.” 


Dr.  Preston  E.  Gibson,  Davenport,  recently 
retired  from  his  pediatric  practice.  Dr.  Gibson 
received  the  M.D.  degree  at  the  U.  of  I.  College 
of  Medicine  and  served  his  pediatric  residency 
at  both  Los  Angeles  Childrens  Hospital  and 
Long  Island  College  of  Medicine  in  New  York 
City.  He  began  practice  in  Davenport  in  1935. 
A life  member  of  the  Iowa  Medical  Society,  Dr. 
Gibson  is  also  a past  president  of  the  Scott 
County  Medical  Society;  Mercy  Hospital 


Spending  more  time  with 
accountants  and  salesmen . . . 
than  with  your  job  and  family? 

-That's  today’s  modern  physician  becoming  today’s  modern  business- 
man ...  at  the  expense  of  job  and  family. 

We  provide  you  with  an  environment  serving  a purpose— practicing 
medicine  at  regular  working  hours.  No  books  to  balance,  no  salesmen  ana 
attorneys  calling,  and  no  late  hours.  You  concentrate  on  practicing  medi- 
cine with  a health  care  system  that’s  one  of  the  finest  in  the  world.  You'll 
work  in  modern,  well-equipped  hospitals  and  clinics  with  the  most  up-to- 
date  technology. 

Also  included  are  excellent  programs  of  compensation,  opportunities 
for  professional  growth  and  specialization,  30  days  vacation  with  pay 
each  year,  full  medical  and  dental  care  and  more. 

With  the  Air  Force,  we  want  you  to  do  one  thing:  practice  medicine. 

We  would  like  to  provide  you  with  more  information  about  Air  Force 
medicine. 


Contact:  TSgt.  Dale  Buckingham 
3839  Merle  Hay  Rd. 

Des  Moines,  IA  50310 


Call  Collect:  (515)  284-4774 


WeiiM 

A great  way  of  life. 
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medical  staff;  and  the  Iowa  Pediatric  Society. 

. . . Dr.  Frederic  M.  Ashler,  Hamburg,  recent- 
ly was  appointed  to  the  Commission  on  Health 
Care  Services  of  the  American  Academy  of 
Family  Physicians.  . . . Dr.  David  J.  Lofgren 
recently  began  family  practice  in  Creston.  Dr. 
Lofgren  received  the  M.D.  degree  at  the  Uni- 
versity of  Minnesota  School  of  Medicine  and 
completed  his  family  practice  residency  in 
Cedar  Rapids.  Prior  to  locating  in  Creston,  he 
practiced  in  Horicon,  Wisconsin.  . . . Dr.  Phil- 
ip H.  Kohler  has  been  named  president  of 
Iowa  Lutheran  Hospital's  medical  staff  in  Des 
Moines.  Other  officers  include  — Dr.  William 
R.  Boulden,  president  elect;  Dr.  Rodney  R. 
Carlson,  secretary;  and  Dr.  Robert  T.  Brown, 
treasurer.  All  are  Des  Moines  physicians.  . . . 
Dr.  Wayne  E.  Rouse,  Boone,  recently  was 
appointed  to  the  Commission  on  Public  Health 
and  Scientific  Affairs  of  the  American 
Academy  of  Family  Physicians.  . . . Dr.  Den- 
nis Rajtora  was  elected  president  of  the  Finley 
Hospital  medical  staff  in  Dubuque;  Dr.  James 
Voelker  is  president-elect  and  Dr.  Thomas 
Lally  was  re-elected  secretary-treasurer.  All 
are  Dubuque  physicians. 


DEATHS 

Dr.  Charles  Edwards,  Sr.,  79,  widely  known 
Council  Bluffs  physician,  died  December  26 
following  a lengthy  illness.  Dr.  Edwards  re- 
ceived the  M.D.  degree  and  took  an  obstetrics 
and  gynecology  residency  at  Creighton  Uni- 
versity Medical  School  in  Omaha,  Nebraska.  A 
co-founder  of  the  Cogley  Clinic  in  Council 
Bluffs,  Dr.  Edwards  was  on  the  staff  of  both 
Mercy  and  Jennie  Edmundson  hospitals.  He 
was  the  first  president  of  Iowa  Medical  Service 
(Blue  Shield)  invited  to  serve  additionally  on 
the  Blue  Cross  board  of  directors.  A lifelong 
resident  of  Council  Bluffs,  Dr.  Edwards  was 
president  of  the  Iowa  Medical  Society  in  1964; 
and  from  1957-1958  served  as  Speaker  of  the 
IMS  House  of  Delegates.  He  also  was  presi- 
dent of  the  Mercy  Hospital  medical  staff;  Potta- 
wattamie County  Medical  Society  and  Iowa 
Obstetrical  and  Gynecological  Society.  He  was 
a member  of  the  American  College  of  Obstet- 
rics and  Gynecology  and  the  International  Col- 
lege of  Surgeons.  Among  the  survivors  is  Dr. 
Charles  Edwards,  Jr.,  a Council  Bluffs  physi- 
cian. 


CARE  FOR  YOUR  COUNTRY. 

As  an  Army  Reserve  physician,  you  can  serve 
your  country  and  community  with  just  a small  investment* 
of  your  time.  You  will  broaden  your  professional  expe- 
rience  by  working  on  interesting  medical  projects  in  your 
community.  Army  Reserve  service  is  flexible,  so  it  won’t 
interfere  with  your  practice.  You’ll  work  and  consult  with  top 
physicians  during  monthly  Reserve  meetings.  You’ll  also 
attend  funded  continuing  medical  education  programs.  You 
will  all  share  the  bond  of  being  civic-minded  physicians  who 
are  also  commissioned  officers.  One  important  benefit  of  being  an  officer  is 
the  non-contributory  retirement  annuity  you  will  get  when  you  retire  from  the 
Army  Reserve.  To  find  out  more,  simply  call  the  number  below. 


ARMY  RESERVE.  BE  ALL  YOU  CAN  BE. 

Call  Collect:  CPT  John  M.  Bray  — (612)  354-7702/7328 
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MILLARD  K.  MILLS 
AND  COMPANY 

specializing  in 

COMPLETE  PRACTICE  SURVEYS 
GROUP  PRACTICE  MANAGEMENT 
PERSONNEL  MANAGEMENT 


Millard  K.  Mills,  Pres. 
Charter  Member:  Institute  of 
Certified  Professional  Business 
Consultants.  31  yrs.  experience 


226  Alta  Vista  Avenue 
Waterloo,  Iowa  50703  233-7444 


WANT  TO  BUY 
RARE 

COIN  & STAMP 
COLLECTIONS 

— Write  — 

Everett  R.  Huffer 
95  E.  Clark  St. 
Hiawatha,  Iowa  52233 

Appointments 

PHONE 

319/393-4264  or  319/848-4501 


Dr.  Van  C.  Robinson,  74,  Des  Moines,  died 
January  6 at  Iowa  Methodist  Medical  Center. 
Dr.  Robinson  received  the  M.D.  degree  at 
Northwestern  University  School  of  Medicine 
in  Chicago,  Illinois;  and  interned  at  Iowa 
Methodist  Medical  Center,  where  he  later 
served  as  chief  of  staff.  In  addition  to  his  pri- 
vate practice,  Dr.  Robinson  was  a company 
physician  for  the  Des  Moines  Register  and 
Tribune  Company  for  34  years,  Meredith 
Corp.,  American  Mutual  Life  Co.,  and  Home- 
steaders Life  Insurance  Co. 

Dr.  Walter  R.  Fieseler,  87,  died  December  25  in 
Largo,  Florida.  Dr.  Fieseler  received  the  M.D. 
degree  at  the  U.  of  I.  College  of  Medicine. 
Following  completion  of  his  internship  and 
residency  at  the  U.  of  I.,  he  served  on  the  staff 
of  the  U.  of  I.  Department  of  Urology.  He  was 
also  a member  of  the  staff  at  the  University  of 
Southern  California  from  1938  to  1941.  Dr. 
Fieseler  practiced  in  Fort  Dodge  from  1941  un- 
til his  retirement  in  1962.  Prior  to  moving  to 
Florida,  he  lived  in  Okoboji. 
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CLASSIFIED  ADVERTISING 


PRACTICE  OPPORTUNITY  — Located  in  top  recreational  spot  — 
Iowa  Great  Lakes  area.  Solo  practice.  Completely  equipped  with  X-ray,  2 
exam  rooms,  waiting  room  and  private  office.  All  like  new.  Upstairs  1 
bedroom  apartment  with  separate  entrance.  Entire  building  recently 
remodeled  — central  air,  plenty  of  parking,  close  to  modern  hospital. 
Going  into  emergency  work.  Buy  equipment  — no  blue  sky.  Buy  or  lease 
building  on  reasonable  terms.  Write  Box  331,  Lort  Dodge,  Iowa  50501. 


SPECIALTY  PRACTITIONERS  — Good  opportunity  for  psychiatrist, 
general  surgeon,  internist  with  cardiology  interest,  and  orthopedist. 
Eight  family  practitioners  available  for  referral.  JCAH  accredited  103- 
bed  modern  hospital.  Up  to  date  staff  and  equipment.  Solid,  quiet 
community — 25,000  people  in  service  area.  Good  schools.  Pleasant,  safe 
life  style.  40  miles  equidistant  to  Madison  or  Milwaukee  via  interstate 
highway  system.  Contact  Leo  Bargielski,  Administrator,  Watertown 
Memorial  Hospital,  Watertown,  Wisconsin  53094-9990. 


HOW  MUCH  IS  YOUR  PRACTICE  WORTH  AS  A GOING  BUSI- 
NESS? For  more  information  on  valuing  or  selling  your  practice,  call 
FirstCare,  Inc.,  Office  Park  in  the  Bluffs,  Box  14114,  Kansas  City,  Mis- 
souri 64152.  816/587-1850. 


PRACTICE  OPPORTUNITIES  — Health  Resources  has  long-term 
career  opportunities  and  short-term  locum  tenens  positions  available. 
Please  send  CV  in  confidence  to:  Dr.  Ron  Hammerle,  Health  Resources, 
Ltd.,  River  Road  Professional  Bldg.,  Box  12220,  Kansas  City,  Missouri 
64152.  816/587-0920. 


FIFTY-PHYSICIAN  MULTI-SPECIALTY  CLINIC  — in  west  central 
Wisconsin  wants  cardiologist  (non-invasive),  neonatologist,  neurolo- 
gist, neurosurgeon,  orthopedic  surgeon,  and  otolaryngologist.  Excellent 
cultural,  educational,  and  recreational  facilities.  90  miles  from  Min- 
neapolis. Please  contact  James  R.  Jepson,  Administrator,  Midelfort  Clin- 
ic, Ltd.,  733  West  Clairemont  Avenue,  Eau  Claire,  Wisconsin  54702  or 
call  715/839-5266. 


PHYSICIANS  WANTED  — Immediate  openings  for  2 physicians. 
Board  certified  or  board  eligible  psychiatrists  are  preferred.  General 
practitioners  with  interest  in  psychiatry  will  be  considered.  Salary 
$45,600  to  $58,200  depending  on  qualifications  and  experience.  Contact 
K.  V.  Shah,  M.D.,  Clinical  Director,  Clarinda  Mental  Health  Institute, 
Box  338,  Clarinda,  Iowa  51632.  Call  712/542-2161. 


PALM  SPRINGS,  CALIFORNIA  — Large  medical  practice  located  in 
center  of  the  fastest  growing  U.S.  resort/retirement  area.  1980  gross 
$600,000  + . Perfect  for  one  or  more  physicians  or  physician-investor 
group.  Full  information  regarding  this  complete  medical  facility  upon 
request.  Write  or  call  Desert  Medical  Center,  43-576  Washington  Street, 
Palm  Desert,  California  92260.  714/345-2696. 


FAMILY  PRACTITIONER/PEDIATRICIAN/INTERNIST  — needed 
for  a modern  intermediate  care  facility  for  the  mentally  retarded  at 
Woodward  State  Hospital-School,  located  30  miles  from  Des  Moines, 
Iowa.  Licensure  or  eligibility  required.  Board  certified  or  eligible  pre- 
ferred. Good  working  environment  and  benefits  — paid  vacation,  sick 
leave,  health/disability/life  insurance,  retirement  and  deferred  com- 
pensation. Salary  commensurate  with  training  and  experience.  Call  or 
send  CV  to — S.  Lerd,  M.D.,  Woodward  State  Hospital-School,  Wood- 
ward, Iowa  50276.  515/438-2600.  Ext.  175.  AN  EQUAL  OPPORTUNITY/ 
AFFIRMATIVE  ACTION  EMPLOYER. 


IOWA  PHYSICIAN'S  ASSISTANT  PROGRAM  — is  establishing  a 
free  Placement  Service  for  its  graduates.  If  you  are  looking  for  an  excep- 
tionally well-trained,  highly  motivated  physician's  assistant  from  one  of 
the  nation's  leading  teaching  programs,  contact  Denis  Oliver,  Ph.D., 
Director,  Physician's  Assistant  Program,  University  of  Iowa  College  of 
Medicine,  Iowa  City,  Iowa  52242.  319/353-6935. 


DOCTORS  NEEDED  — in  Wisconsin  and  Minnesota,  all  specialties, 
all  locations.  For  confidential  information,  mail  your  C.V.  to  Medicus, 
W62  N281  Washington  Avenue,  Cedarburg,  Wisconsin  53012. 


PRACTICE  FOR  SALE  — General  practice  — 5 years  — gross  $125,000 
per  year.  4-day  week.  Totally  equipped,  excellent  clientele,  prestige 
community.  Will  introduce.  Year-round  beachfront  — South  Laguna, 
California.  Reason  for  retiring  — health.  Phone  714-499-4360. 


MEDICAL  DIRECTOR  — Full  time.  To  supervise  patient  care  for 
15,000  family  planning  patients.  Must  have  experience  in  providing 
basic  gynecological  care,  and  experience  in  or  willing  to  be  trained  to 
provide  abortion  and  vasectomy  services.  Send  CV  to  Dr.  Joe  Hall, 
Planned  Parenthood  of  Mid-Iowa,  P.O.  Box  4557,  Des  Moines,  Iowa 
50306. 


WHOLISTIC  HEALTH  CENTER  — in  Mendota,  Illinois  seeks  2nd 
family  practice  physician  who  wants  to  live  a healthy  professional  and 
family  lifestyle,  influence  community  health  care  attitudes  and  practice 
in  setting  offering  an  integrated  patient  education  component.  Will  join 
a successful  interdisciplinary  practice.  Church-related  center  has  served 
the  community  since  1976  and  is  associated  with  national  network  head- 
quartered in  Chicago  that  offers  peer  relationships,  professional  educa- 
tion, teaching  and  research  opportunities.  Mendota  is  90  miles  south- 
west of  Chicago.  Offers  country  living  and  educational,  cultural  and 
sporting  events  within  easy  driving  distance.  Contact  William  Schuler, 
M.D.  815/539-3888. 


FIFTY  PHYSICIAN  MULTI-SPECIALTY  CLINIC  — in  west  central 
Wisconsin  wants  neonatologist,  neurologist,  neurosurgeon,  orthopedic 
surgeon,  and  otolaryngologist.  Excellent  cultural,  educational,  and  rec- 
reational facilities.  90  miles  from  Minneapolis.  Please  contact  James  R. 
Jepson,  Administrator,  Midelfort  Clinic,  Ltd.,  733  West  Clairemont  Ave- 
nue, Eau  Claire,  Wisconsin  54702  or  call  715/839-5266. 


UNIVERSITY  HEALTH  SERVICE  — needs  gynecologist  or  generalist 
for  women's  health  program,  willing  to  work  in  team  approach.  Routine 
gynecological  care,  family  planning  services,  health  education,  super- 
vising nurse  practitioners.  Board  certification  preferred.  Illinois  license 
or  eligibility  for  license  by  time  of  appointment.  Campus  of  25,000,  IV2 
hours  from  downtown  Chicago.  Position  available  immediately.  For 
further  information  and  application  contact  Director,  University  Health 
Service,  Northern  Illinois  University,  DeKalb,  Illinois  60115.  815/753- 
1311.  Equal  Opportunity/Affirmative  Action  Employer. 


SUMMER  CME  CRUISE/CONFERENCES  ON  LEGAL-MEDICAL 
ISSUES  — 10-day  Caribbean  cruise  departs  July  28,  1982  visiting  five 
picturesque  islands.  14-day  Mediterranean  cruise  departs  August  21, 
1982  visiting  Italy,  Greece,  Egypt,  Israel,  Turkey,  Yugoslavia.  Seminars 
led  by  distinguished  professors.  Approved  for  24  CME  Category  1 cred- 
its. Excellent  Fly/Cruise  group  fares  on  finest  ships.  Both  conferences, 
scheduled  prior  to  12/13/80,  conform  to  IRS  tax  deductibility  require- 
ments under  1976  Tax  Reform  Act.  Registration  limited.  For  color 
brochures  contact  — International  Conferences,  189  Lodge  Avenue, 
Huntington  Station,  New  York  11746.  Phone  516/549-0869. 


DIRECTOR  OF  MEDICAL  EDUCATION 

Half-time  Physician 

MERCY  HOSPITAL  MEDICAL  CENTER 

CONTACT:  Daniel  Aten 

Senior  Vice  President 
6th  & University 
Des  Moines,  Iowa  50314 
515/247-3222 
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PULMONARY  MEDICINE 


PHYSICIANS’  DIRECTORY 


ALLERGY 


RICHARD  L.  COOLEY,  M.D. 
PARK  CLINIC 
MASON  CITY 
515/421-5677 


CARDIOLOGY 


CARDIOLOGY  CONSULTANTS,  P.C. 

A.  L.  CHUGHTAI,  M.D.,  F.A.C.C. 

M.  L.  KWATRA,  M.D. 

1028  FOURTH  STREET 
DES  MOINES  50314 
515/244-1352 
PRACTICE  LIMITED  TO 
CARDIOVASCULAR  DISEASES  — ALL 
INVASIVE  AND  NONINVASIVE 
PROCEDURES 


DERMATOLOGY 


ROBERT  J.  BARRY,  M.D. 

1030  FIFTH  AVE.,  S.E. 

CEDAR  RAPIDS  52403 
319/366-7541 

PRACTICE  LIMITED  TO  DISEASES, 
CANCER  AND  SURGERY  OF  SKIN 

ROGER  I.  CEILLEY,  M.D. 

J.  WILLIAM  HOLTZE,  M.D. 

1212  PLEASANT,  SUITE  402 
DES  MOINES  50309 
515/244-0136 

DERMATOLOGY,  DERMATOLOGIC 
SURGERY  AND  MOHS’ 
CHEMOSURGERY  FOR  SKIN  CANCER 

RANDALL  R.  MAHARRY,  M.D. 

1212  PLEASANT,  SUITE  406 
DES  MOINES  50309 
515/243-86766 

ROBERT  R.  SCHULZE,  M.D. 

3836  BEAVER 
DES  MOINES  50310 
515/277-6377 

DERMATOLOGY  AND  DERMATOLOGIC 
SURGERY 

S.  D.  MARTY,  M.D. 

P.  M.  SCHAP,  M.D. 

PARK  CLINIC 
MASON  CITY 
515/421-5620 


DERMATOPATHOLOGY 


ASSOCIATED  PATHOLOGISTS,  P.C. 
KINGSLEY  B.  GRANT,  M.D. 

DERMATOPATHOLOGY 

ROGER  C.  UNDO,  M.D. 

J.  MARTIN  JOHNSON,  M.D. 

1026  A.  AVENUE,  N.E. 

CEDAR  RAPIDS  52402 
319/369-7002 
ANATOMIC  AND  CLINICAL 
PATHOLOGY 


ELECTRODIAGNOSIS 


BURTON  STONE,  M.D. 

BURLINGTON  MEDICAL  CENTER 
2910  MADISON  AVENUE 
BURLINGTON  52601 
319/754-7841 

ELECTROMYOGRAPHY  & NERVE 
CONDUCTION  VELOCITY  STUDIES, 
PHYSICAL  MEDICINE  & 
REHABILITATION,  KLEIN 
REHABILITATION  UNIT 


GASTROENTEROLOGY 


DIAGNOSTIC  GASTROENTEROLOGY 
ASSOCIATES,  P.C. 

Y.  PRUSAK,  M.D. 

HARVEY  GILLER,  D.O. 

JEFFREY  STAHL,  M.D. 

943  19TH 
DES  MOINES  50311 
515/288-6097 
PRACTICE  LIMITED  TO 
GASTROENTEROLOGY  AND 
GASTROINTESTINAL  ENDOSCOPY 

JAMES  P.  GOULD,  M.D. 

COLONY  PARK  BLDG. 

37TH  AND  WOODLAND 
WEST  DES  MOINES  50265 
515/225-3122 
PRACTICE  LIMITED  TO 
GASTROENTEROLOGY 

GYNECOLOGY-ONCOLOGY 


FARSHAD  AGAHI,  M.D. 

PARK  CLINIC 
MASON  CITY 
515/421-5625 

INTERNAL  MEDICINE 


RALPH  R.  PRAY,  M.D.,  F.A.C.P. 

1221  CENTER  STREET,  SUITE  15 
DES  MOINES  50309 
515/282-8343 

CHEST,  INFECTIOUS 
DISEASES  & INTERNAL 
MEDICINE  ASSOCIATES,  P.C. 

ROGER  T.  LIU,  M.D. 

INTERNAL  MEDICINE  & PULMONARY 
DISEASES 

DANIEL  H.  GERVICH,  M.D. 

INTERNAL  MEDICINE  & INFECTIOUS 
DISEASES 

1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 

JASJEET  SANGHA,  M.D. 

3118  BROCKWAY  ROAD 
WATERLOO  50701 
319/235-7774 

PRACTICE  LIMITED  TO  HEMATOLOGY 
AND  MEDICAL  ONCOLOGY 


PULMONARY  MEDICINE,  P.C. 
STEVEN  K.  ZORN,  M.D. 
GREGORY  HICKLIN,  M.D. 
4060  WESTOWN  PKWY. 
WEST  DES  MOINES  50265 
515/225-8452 


LEGAL  SERVICES 


MARK  D.  RAVREBY,  M.D.,  J.D. 
1001  OFFICE  PARK  RD. 

WEST  DES  MOINES  50265 
515/225-2979 


NEONATOLOGY 


S.  SAHU,  M.D.,  F.A.A.P. 
NEWBORN  SPECIALIST,  P.C. 
MERCY  MEDICAL 
PLAZA,  SUITE  304 
DES  MOINES  50314 
24  HOUR  515/244-0377 


NEUROLOGY 


ALFREDO  D.  SOCARRAS,  M.D. 

421  LAUREL,  SUITE  408 
DES  MOINES  50314 
515/283-0605 

NEUROLOGY  & ELECTROMYOGRAPHY 

NEUROLOGICAL  ASSOCIATES  OF 
DES  MOINES,  P.C. 

MICHAEL  J.  STEIN,  D.O.,  JOSEPH  M.  DORO, 
D.O.,  DAVID  L.  FRIEDGOOD,  D.O. 

1440  EAST  GRAND  AVENUE,  SUITE  2-C 
DES  MOINES  50316 
515/262-3156 

NEUROLOGY,  ELECTROMYOGRAPHY, 
ELECTROENCEPHALOGRAPHY 


NEUROSURGERY 


NEURO-ASSOCIATES,  P.C. 

JOHN  T.  BAKODY,  M.D.,  ROBERT  C.  JONES, 
M.D.,  STUART  R.  WINSTON,  M.D. 

1034  FOURTH 
DES  MOINES  50314 
515/283-2217 
PRACTICE  LIMITED  TO 
NEUROSURGERY 

JAMES  R.  LAMORGESE,  M.D. 

411  10TH  STREET  S.E. 

CEDAR  RAPIDS  52403 
319/366-0481 

PRACTICE  LIMITED  TO 
NEUROSURGERY 

HOSUNG  CHUNG,  M.D. 

3324  KIMBALL  AVENUE 
WATERLOO  50702 
319/232-8756 

PRACTICE  LIMITED  TO 
NEUROSURGERY 

FRANK  M.  HUDSON,  M.D. 

1221  CENTER 
DES  MOINES  50309 
515/244-3174 

PRACTICE  LIMITED  TO 
NEUROSURGERY 
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EUGENE  E.  HERZBERGER,  M.D. 
MERCY  DRIVE 
DUBUQUE  52001 
319/557-1550 

PRACTICE  LIMITED  TO 
NEUROSURGERY 


OPHTHALMOLOGY 


WOLFE  CLINIC,  P.C. 

OTIS  D.  WOLFE,  M.D.,  RUSSELL  H.  WATT,  M.D., 
JOHN  M.  GRAETHER,  M.D.,  RUSSELL  R. 
WIDNER,  M.D.,  GILBERT  W.  HARRIS,  M.D.. 
JAMES  A.  DAVISON,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1565 


OPHTHALMIC  ASSOCIATES,  P.C. 

ARTHUR  C.  WISE,  M.D.,  ROBERT  D.  WHINERY, 
M.D.,  STEPHEN  H.  WOLKEN,  M.D. 

2409  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3623 


NORTH  IOWA  EYE  CLINIC,  P.C. 

HARRY  W.  ALCORN,  M.D.,  ADDISON  W. 
BROWN,  JR.,  M.D.,  M.  L.  LONG,  M.D. 
1307  6TH  STREET,  S.W. 

MASON  CITY  50401 
515/423-8861 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA,  M.D.,  JAMES  W.  WHITE, 
M.D.,  GERALD  J.  COLLINS,  M.D.,  JAMES  E. 
SPODEN,  M.D. 

1370  DODGE 
DUBUQUE  52001 
319/588-0506 


IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 
ROBERT  T.  BROWN,  M.D.,  ROBERT  G.  SMITS, 
M.D.,  EUGENE  PETERSON,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 


OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  ERICSON,  M.D. 

JAMES  W.  ROEDER,  M.D. 

939  OFFICE  PARK  RD„  SUITE  121 
WEST  DES  MOINES  50265 
515/225-8665 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

THOMAS  OKNER,  M.D. 

PHILIP  SCHEINBERG,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 

EAR,  NOSE  AND  THROAT  SURGERY, 
HEAD  AND  NECK  SURGERY,  FACIAL 
PLASTIC  SURGERY 


PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1223  CENTER  SUITE  19 
DES  MOINES  50309 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


ORTHOPEDICS 


STEINDLER  ORTHOPEDIC  CLINIC 
WEBSTER  B.  GELMAN,  M.D.,  GERALD  W.  HOWE, 
M.D.,  JAMES  J.  PUHL,  M.D.,  EDWARD  A. 
DYKSTRA,  M.D.,  MICHAEL  M.  DURKEE,  M.D. 
2403  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3606 


PATHOLOGY 


CLINICAL  PATHOLOGY  LABORATORY 
C.  H.  DENSER,  JR.,  M.D.,  M.  A.  MESERVEY, 
M.D.,  A.  R.  PRADHAN,  M.D. 

1073  FIFTH 

DES  MOINES  50314 

515/283-1578 

Iowa  IN-WATS  800/362-5290 

SURGICAL  PATHOLOGY,  CLINICAL 
PATHOLOGY  INCLUDING 
HEMATOLOGY,  CLINICAL  CHEMISTRY 
AND  BACTERIOLOGY  — EXFOLIATIVE 
CYTOLOGY  — RADIOISOTOPES 

PATHOLOGY  ASSOCIATES,  P.C. 

ORLYN  ENGELSTAD,  M.D., 

HARRY  J.  KASSIS,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 
MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY. 


CLINICAL  LABORATORIES 

D.  W.  POWERS,  M.D.,  L.  C.  PANG,  M.D., 

C.  P.  GRYTE,  M.D. 

P.O.  BOX  1683 
AMES  50010 
515/233-2316 

CONSULTATION  IN  LABORATORY 
MEDICINE  AND  PATHOLOGY 


PSYCHIATRY 


J.  C.  N.  BROWN,  M.D. 
2416  TOWNCREST  DR. 
IOWA  CITY  52240 
319/338-7941 


SATTERFIELD  PSYCHIATRIC  ASSOCIATES,  P.C. 
2928  HAMILTON  BLVD. 

SIOUX  CITY  51104 

712/277-2379 

800/352-4962 

PSYCHIATRIC  THERAPY  — ALL  AGES 


RICHARD  E.  PRESTON,  M.D. 

1221  CENTER  SUITE  8 
DES  MOINES  50309 
515/283-1221 

PRACTICE  LIMITED  TO  PSYCHIATRY  & 
NEUROLOGY 


CEDAR  CENTRE  PSYCHIATRIC  GROUP 
R.  PAUL  PENNINGROTH,  M.D.,  ROBERT  W. 
SHULTICE,  M.D.,  HUNTER  H.  COMLY,  M.D. 
CEDAR  RIVER  TOWER,  SUITE  133 
CEDAR  RAPIDS  52401 
319/365-3993 

ADULT  AND  CHILD  PSYCHIATRY 


JEAN  ARNOLD,  M.D.,  F.A.P.A. 
412  TENTH  AVENUE,  BOX  5036 
CORALVILLE  52241 
319/351-4196 

THERAPY— ALL  AGES 
COUPLE  COUNSELING 


SURGERY 


A.  B.  GRUNDBERG,  M.D. 

1515  LINDEN 

DES  MOINES  50309 

515/288-5759 

ORTHOPAEDIC  SURGERY,  SURGERY  OF 
THE  HAND 

N.  K.  PANDEYA,  D.O.,  P.C. 

1440  E.  GRAND,  SUITE  2B 
DES  MOINES  50316 
515/265-4251 

PLASTIC  SURGERY,  RECONSTRUCTIVE 
SURGERY  AND  HAND  SURGERY 

PLASTIC  SURGERY  INSTITUTE,  P.C. 

JAMES  0.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICROVASCULAR  PLASTIC  SURGERY 

WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 

FACIAL  PLASTIC  AND 
RECONSTRUCTIVE  SURGERY 

SINESIO  MISOL,  M.D. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515/244-7272 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


UROLOGY 


A.  W.  WOODWARD,  M.D. 

31 16  BROCKWAY  RD. 
WATERLOO  50702 
319/236-3435 

PRACTICE  LI  Ml  TED  TO 
UROLOGY 
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In  The 
Public 


IMS  PR 
Has  Three  C's 


Consideration!  Courtesy!  Communica- 
tion! 

In  January  the  Iowa  Medical  Society  Public 
Relations  Committee  got  together.  The  talk 
covered  several  topics.  But  it  centered  a lot  on 
how  the  physician  relates.  Relates  to  what? 

Mainly,  how  the  physician  relates  to  his/her 
patients. 

But  also  how  he/she  relates  to  his/her  em- 
ployees. And  how  they  (the  employees)  in 
turn,  relate  to  the  patients. 

Not  surprisingly,  the  IMS  PR  Committee 
members  dissected  the  profession  a bit.  Does 
the  physician  really  know  how  well  (or  how  poorly) 
his/her  office  staff  is  functioning  when  it  comes  to  the 
three  introductory  words? 

Again,  not  surprisingly,  the  Committee  con- 
sensus went  something  like,  "Many  probably 
do,  but  the  proposition  is  one  so  important  it 
needs  constant  attention."  From  the  employee 
who  answers  the  first  phone  call  of  the  day  to 
the  one  who  locks  the  office  door  at  night  (and 
it  may  be  the  same  person),  these  elements  of 
consideration,  communication  and  courtesy 
should  be  flashing  lights  in  the  mind. 

It  is  an  unparalleled  truth  that  the  individual 
sitting  in  the  doctor's  reception  area  has  untold 
emotions  tugging  at  his  shirtsleeve.  Worry. 
Tension.  Uncertainty.  Pain.  Anxiety.  These  and 
more.  The  same  is  true  of  patients  calling  the 
doctor's  office  for  advice  and  instructions. 

And  the  challenge  in  responding  to  these 
human  needs  is  probably  as  great  as  any  across 
the  spectrum  of  personal  relations.  How  does 
an  office  nurse  or  medical  assistant  deal  with  a 
roomful  of  patients  and  a barrage  of  phone 
calls  at  a time  when  the  doctor  is  delayed  by  an 
emergency? 

The  tone  for  operations  in  an  environment 
such  as  this  — and  even  the  calm  periods  — is 
or  should  be  set  by  the  physician  or  physicians 


in  charge.  The  clarity  of  policy  established  and 
expected  by  these  physician  employers  will  tell 
the  tale  very  often  as  to  whether  that  particular 
practice  has  a reputation  for  consideration, 
communication  and  courtesy.  These  are  not 
functions  to  be  taken  for  granted;  they  must  be 
monitored  regularly. 

So  said  the  IMS  PR  Committee,  whose  veter- 
an physican  members  easily  surpass  150  years 
of  succesful  medical  practice.  They  agreed  it 
starts  with  the  doctor.  The  need  is  obvious  to 
treat  patients  with  tact,  respect,  compassion 
and  professionalism.  From  there  the  staff 
permeation  process  takes  over  through  exam- 
ple and  direction. 

"You'd  better  know,"  they  agreed,  "how 
your  receptionist  is  handling  patients  on  the 
telephone.  You'd  better  know  if  conscientious 
efforts  are  being  made  to  handle  the  inconve- 
nience caused  by  unavoidable  delay.  And  be 
sure  to  avoid  the  avoidable  delay." 

Reflecting  on  the  subject  a little  more  deeply, 
they  wondered,  "Is  good  public  relations  a 
series  of  intuitive  positive  responses?  Or  is  it 
learned  from  books,  workshops,  programs 
and  experts?"  No  doubt,  they  concluded,  it  is  a 
bit  of  all,  in  different  blends. 

These  informal  musings  by  four  Iowa  physi- 
cians (out  of  an  8-member  committee)  may  not 
offer  strikingly  new  commentary  for  the  annals 
of  public  relations.  But  what  they  said  rings 
true  and  self-evident.  Treating  people  with 
courtesy  and  consideration  — whether  they're 
clients,  customers,  constituents,  or  most  im- 
portantly, patients,  is  really  what  living  is  all 
about. 
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The  Dean's 
Preview 

JOHN  W.  ECKSTEIN,  M.D. 
DEAN,  COLLEGE  OF  MEDICINE 


Once  again  we  welcome  this  opportunity 
to  bring  word  to  our  professional  col- 
leagues about  several  aspects  of  medical 
education.  We  are  grateful  to  Editors  Alberts 
and  Neumann  for  their  continued  interest  in 
news  from  the  University  of  Iowa  College  of 
Medicine,  and  for  the  care  which  they  devote 
to  its  presentation. 

Readers  of  this  issue  of  the  journal  may  be 
brought  up  to  date  on  the  current  freshman 
class  in  medicine,  and  the  new,  revised  and 
restructured  preceptorships  with  Iowa  practi- 
tioners. 

A major  report  on  some  interesting  trends  in 
medical  manpower  in  our  state  is  provided  by 
Dr.  Paul  Seebohm,  known  to  most  journal 
readers  as  a recent  president  of  the  Society. 
The  Office  of  Community-Based  Programs, 
which  Dr.  Seebohm  directs  for  the  College  of 
Medicine,  contributes  in  many  ways  to  Iowa's 
greatly  improved  physician  supply  and  dis- 
tribution picture. 

Most  Iowa  practitioners  should  find  good 
news  in  Dr.  Francois  Abboud's  answers  to  the 
journal's  questions  about  the  new  Car- 
diovascular Center  which  we  will  dedicate  late 
next  month.  Many  will  benefit  directly  from 
research  which  the  Center  will  make  possible, 
and  even  more  will  benefit  from  the  new  Cen- 
ter's continuing  education  programs. 

The  journal's  feature  on  some  of  Universi- 
ty Hospitals'  pediatrics  patients  does 
more  than  brighten  the  pages  of  a professional 
publication  — it  shows  an  interesting  effort  to 
make  hospital  life  more  bearable  than  it  might 


otherwise  be  for  youngsters  uprooted  from 
their  home  environments. 

Again  this  year  the  journal  offers  its  "Direc- 
tory of  Clinical  Services  at  The  University  of 
Iowa,"  which  may  easily  be  removed  from  the 
magazine  and  filed  for  ready  reference  in  con- 
versations with  patients  and  families.  Several 
thousand  other  copies  of  the  Directory  will  be 
distributed  to  health,  educational,  judicial  and 
social  service  practitioners  throughout  the 
state,  for  their  use  in  counseling  Iowans  with  a 
variety  of  problems.  Many  favorable  com- 
ments have  been  received  in  the  past  from 
these  sources  concerning  the  Directory,  and 
for  the  Society's  help  in  making  it  available 
statewide. 

Finally,  I would  call  your  attention  to  this 
month's  In  the  Public  Interest  article,  which 
deals  with  a matter  of  considerable  importance 
to  the  College  of  Medicine  — and  which  will 
prove  useful  as  background  for  any  discussion 
which  IMS  members  might  find  occasion  to 
have  with  their  state  legislators. 

We  are  pleased  to  be  so  well  represented  in 
the  journal,  and  to  have  the  continued  priv- 
ilege of  working  with  so  many  members  of  the 
Iowa  Medical  Society  and  its  staff.  Such  con- 
tacts do  many  good  things  for  all  of  us  — facul- 
ty, students  and  support  staff. 
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GMENAC  And  Medical 

Manpower  in  Iowa 
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It  has  been  over  2 years  since  the  Graduate 
Medical  Education  National  Advisory 
Committee  (GMENAC)  so  dramatically  re- 
vealed its  findings  that  the  shortage  of  doctors 
in  the  seventies  was  precipitously  converting 
into  a surplus  for  the  eighties  and  a veritable 
"glut”  for  the  nineties.  The  announcement  has 
generated  literally  thousands  of  pages  of  com- 
mentary from  professional  societies,  educa- 
tional institutions  and  the  press.  Much  of  what 
has  been  said  and  written  has  been  politically 
and  emotionally  inspired  rhetoric  depicting 
great  alarm  over  the  effect  on  American  medi- 
cine at  one  extreme  to  a denial  that  a surplus 
will  exist  in  the  '90's  at  the  other.  Fortunately, 
cooler  and  more  analytical  heads,  although  in 
the  minority,  have  emerged  with  more  rational 
assessments  and  implications  of  the  current 
trends  in  physician  manpower  production. 

It  has  been  pointed  out  that  the  physician 
marketplace,  like  other  economic  marketplaces, 
has  two  components:  a supply  side  and  a de- 
mand side.  These  components  are  best  known 
for  their  influence  on  price.  When  supply  is 
low  and  demand  is  high,  the  price  is  high. 
Conversely,  when  the  supply  is  high  and  the 
demand  low,  the  price  is  low,  and  when  it  falls 
below  the  cost  of  supply  — supply  falls.  In  the 
case  of  medicine,  supply  and  demand  trans- 
lates into  the  number  of  physicians  and  the 
needs  of  patients  for  medical  services.  The  law 
of  supply  and  demand  rarely  is  allowed  to 
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No  surplus  in  Iowa  physicians  is  indicated  from  this 
discussion  of  medical  manpower  production  and  move- 
ment. Indications  are  that  Iowa  is  moving  down  an 
intelligent  path  in  its  quest  to  provide  adequate  new  and 
replacement  manpower  for  its  population. 


operate  in  a free  marketplace,  and  the  medical 
marketplace  is  no  exception.  Third  party  reim- 
bursement methods  of  payment  have  virtually 
eliminated  the  impact  of  the  balance  of  supply 
and  demand  on  price.  For  example,  the  ever- 
increasing  number  of  empty  hospital  beds  de- 
veloping in  the  past  decade,  instead  of  reduc- 
ing hospital  rates  as  the  law  of  supply  and 
demand  would  dictate,  has  been  associated 
with  a meteoric  rise  in  the  price  of  daily  hospi- 
tal rates.  A similar  course,  to  a lesser  degree, 
has  been  followed  by  physicians'  fees.  With 
more  physicians  becoming  available,  patients 
do  very  little  shopping  around  for  the  best 
price  when  the  Blues,  Medicare,  Medicaid  or 
other  insurance  carrier  have  agreed  to  pay  the 
bill.  As  a result,  cut-rate  physicians  have  yet  to 
appear,  at  least  in  the  highly  insured  hospital 
setting. 

More  controversial  than  the  interference  of 
third  party  payment  is  whether  physicians  in 
oversupply  — simply  by  their  presence  — cre- 
ate their  own  demand  and  thus  violate  the  law 
of  supply  and  demand  in  the  marketplace.  As 
new  physicians  have  entered  physician  short- 
age areas,  they  have  been  instantly  busy  with- 
out detracting  from  the  practice  of  other  physi- 
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dans  in  the  area.  This  had  been  interpreted  by 
some  to  mean  that  physidans  create  their  own 
demand  whether  they  are  needed  or  not.  Re- 
cent studies,1  however,  show  this  is  not  the 
case,  at  least  for  hospital  inpatient  and  outpa- 
tient utilization.  In  fact,  increasing  the  number 
of  young  physicians  to  a community  may  de- 
crease utilization  and  even  compete  with  hos- 
pitals by  providing  outpatient  ancillary  ser- 
vices in  the  private  office  setting.  These  ob- 
servations certainly  suggest  the  marketplace  is 
still  inherently  free  to  adjust  to  a degree  to 
supply  and  demand. 

The  GMENAC  report  tried  to  predict  the 
state  of  the  medical  marketplace  by  analyzing 
the  physician  supply  and  matching  it  with  the 
projected  future  demand  for  physician  services 
in  1990.  When  it  found  supply  exceeded  de- 
mand, the  Committee  recommended  mea- 
sures that  would  reduce  the  supply.  One  thing 
is  indisputable  about  the  report  and  that  is  the 
supply  side  data.  It  is  accurate  and  a fact  that  in 
1990  there  will  be  at  least  550,000  physicians  in 
this  country.  The  reason  one  can  be  so  certain 
of  this  number  is  because  it  is  based  on  the 
number  of  medical  students  already  in  or  com- 
mitted to  be  in  the  medical  school-residency 
pipeline,  and  life  expectancy  tables  for  physi- 
cians now  in  practice. 

The  principal  problem  with  the  GMENAC 
forecast  is  the  demand  side  of  the  report.  Future 
demand  was  based  on  the  projection  of  disease 
incidence  data,  the  consensus  of  specialty 
panels  and  economic  modeling  methodology. 
In  contrast  to  the  supply  data,  demand  was 
based  on  opinion  rather  than  actual  numbers, 
and  as  such  has  been  most  vulnerable  to 
rational  analysis.  Disease  patterns  and  tech- 
nological advances,  having  changed  radically 
in  the  past  decade,  could  be  expected  to  con- 
tinue at  the  same  pace  in  the  next.  It  is  probable 
no  one  will  know  what  the  demand  for  medical 
services  will  be  in  1990  until  that  year  arrives. 
Until  then  we  will  all  have  to  deal  with  the 
GMENAC  speculation  even  though  we  may 
not  want  to  believe  it. 

IOWA  AND  GMENAC 

With  a supply  of  550,000  physicians  in  1990 
the  GMENAC  demand  data  suggests  a surplus 
of  70,000  physicians,  and  if  Iowa  were  to  share 
in  the  total  number  of  physicians  in  the  coun- 
try at  its  current  rate  of  0.7  percent,  there  will 
be  3,850  (.007  x 550,000)  physicians  practicing 
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here  in  1990.  In  1980,  there  were  3,225  physi- 
cians in  Iowa,  so  the  GMENAC  projection 
would  mean  a net  gain  of  625  physicians  in  the 
next  decade. 

How  likely  is  it  that  Iowa  will  have  3,850  physi- 
cians in  1990? 

The  Iowa  Physician  Information  System  in 
the  Office  of  Community-Based  Programs  in 
the  College  of  Medicine,  which,  under  the 


TABLE  I 

GAIN  IN  PHYSICIANS  IN  IOWA  1977-1980* 


Entered 

Left 

Net  Gain 

1977 

242 

170 

+ 72 

1978 

243 

165 

+ 78 

1979 

241 

169 

+ 72 

1980 

232 

161 

+ 71 

958 

665 

+ 293 

* M.D.'s  and  D.O.'s  of  All  Specialties. 

leadership  of  Roger  Tracy  and  Bruce  Bren- 
holdt,  has  been  monitoring  the  number  and 
distribution  of  physicians  in  Iowa,  projects  an 
increase  in  population  of  physicians  similar  to 
that  of  GMENAC.  The  information  system, 
computerized  since  1976,  provides  very  accu- 
rate data  on  the  number  and  turnover  of  physi- 
cians in  Iowa.  Table  I shows  physicians  enter- 
ing and  leaving  practice  as  well  as  the  current 
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TABLE  II 


Yeor 

Iowa 

Population 

No. 

IPIS 

Phys./Pop.  Ratio 

Physicians 

No. 

GMENAC 

Phys./Pop.  Ratio 

1980 

2,913,387 

3225 

111/100,000 

3225 

111/100,000 

1990 

3,001,706 

3957* 

131/100,000 

3850* 

128/100,000 

* Projection. 


rate  of  net  gain  (73  per  annum)  for  the  years 
1977-1980. 

The  trend  over  the  past  5 years  has  been 
remarkably  constant,  and  if  projected  over  the 
next  decade  will  result  in  3,957  physicians  by 
1990  (Table  II).  So,  indeed,  the  GMENAC 
supply  side  numbers  for  Iowa  parallel  the  pro- 
jections derived  from  the  current  trend  data  of 
the  Iowa  Physician  Information  System  (IPIS) 


TABLE  III 


Type  of  Graduate 

Number 

Percent 

Medical  (M.D.'s) 

U.S.  Medical  Graduate 

2394 

74.4% 

Foreign  Medical  Graduate 

447 

13.9% 

Osteopathic  (D.O.'s) 

375 

11.7% 

3216 

100.0% 

TABLE  IV 

PHYSICIANS  ENTERING  PRACTICE  IN  IOWA  AFTER  MEDICAL 
EDUCATION  OR  GRADUATE  TRAINING  ASSOCIATED  WITH  THE 
UNIVERSITY  OF  IOWA 


Iowa-Based  Allopathic  Education/Training  vs.  Other  Sources 
(January,  1982) 


Entered  Practice 

Percent  of 

Source  of  Education/Training 

During  1977-81 

All  Entries 

Physicians  with  Iowa-Based 
Allopathic  Education 
and/or  Training 

527 

44% 

Allopaths  (M.D.'s)  with  No 
Iowa  Education  or  Training 

533 

44% 

Osteopaths  with  No  Allopathic 
Education  or  Training 

119 

10% 

Osteopaths  with  Non-Iowa 
Allopathic  Training 

27 

2% 

1,206 

100% 

for  the  next  decade.  The  next  critical  question 
for  Iowa  is  whether  this  supply  will  match  or 
exceed  the  demand  for  medical  services  in 
1990.  By  that  time,  the  population  of  Iowa, 
growing  at  a 3.1%  rate,  will  be  3,001,706. 

The  131/100,000  physician-to-population 
ratio  will  be  higher  than  now  exists  in  Iowa, 
but  will  still  be  below  the  national  average  of 
134/100,000  20  years  ago,  and  well  below  the 
over  200/100,000  currently  existing  in  the 
Northeast  and  on  the  West  Coast.  Such  com- 
parisons suggest  Iowa  will  not  have  physicians 
in  surplus  in  1990. 

There  is  a tendency  to  think  of  the  physi- 
cians in  a given  geographical  area  as  being 
fixed,  but  in  actual  fact  the  physician  popula- 
tion as  a group  is  quite  dynamic.  In  the  past  5 
years  over  1,000  physicians  entered  practice  in 
Iowa  while  over  800  left.  The  infusion  of  new 
physicians  is  more  than  a simple  exchange  of 
one  doctor  for  another.  The  new  physicians 
differ  in  age,  sex  mix,  practice  style,  and  spe- 
cialty skills  from  the  older  physicians  they  re- 
place. These  differences  bring  about  changes 
in  medical  practice  that  in  themselves  effect 
demand.  For  example,  the  1,200  open  heart 
operations  performed  in  Iowa  in  1977  doubled 
in  1981.  It  took  new  physicians  entering  prac- 
tice in  different  communities  to  bring  this  ab- 
out, and  is  a highly  visible  sample  of  only  a 
small  part  of  the  influence  on  medical  practice 
generated  by  the  progressive  physician  tur- 
nover of  the  profession. 

Currently,  the  medical  profession  in  Iowa  is 
made  up  of  three  types  of  medical  graduates: 
foreign  medical,  U.S.  medical,  and  osteopathic 
(Table  III). 

The  University  of  Iowa  College  of  Medicine, 
through  its  undergraduate  and  sponsored  res- 
idency programs,  is  the  principal  supplier  of 
physicians  in  the  State  of  Iowa.  One  thousand 
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TABLE  V 

PHYSICIANS  ENTERING  PRACTICE  IN  IOWA  AFTER  MEDICAL  EDUCATION  OR  GRADUATE  TRAINING 
ASSOCIATED  WITH  THE  UNIVERSITY  OF  IOWA 


Five-Year  Practice  Entry  Study 
(January,  1982) 


Combinations  of  Iowa  Education/Training 

1977 

1978 

1 979 

1980 

1981* 

Five-Year 

Totals 

Medical  College  (only) 

26 

32 

26 

22 

20 

126 

Medical  College  and  Residency 

36 

38 

34 

44 

46 

198 

Medical  College,  Residency,  Fellowship 

3 

4 

6 

1 

4 

18 

Medical  College  and  Fellowship 

0 

2 

5 

2 

1 

10 

Residency  (only) 

30 

37 

24 

26 

16 

133 

Residency  and  Fellowship 

5 

4 

3 

3 

5 

20 

Fellowship  (only) 

4 

1_ 

6 

6 

5 

22 

104 

118 

104 

104 

97 

527 

* Figures  for  1981  will  increase  before  the  1981  report  is  closed  March  31,  1982. 


five  hundred  and  forty-eight  Iowa  physicians 
have  had  all  or  part  of  their  education  in  Col- 
lege of  Medicine  programs.  With  new  re- 
straints on  immigration  of  doctors,  it  is  prob- 
able the  percentage  of  foreign  medical  gradu- 
ates will  fall  as  the  current  FMG  physicians 
retire  and  are  replaced  by  U.S.  medical  gradu- 
ates and/or  osteopaths. 

UNIVERSITY  OF  IOWA  COLLEGE  OF  MEDICINE 
AND  GMENAC 

In  the  past  5 years,  of  the  1,206  physicians 
entering  practice,  527  (44%)  had  graduated 
and/or  trained  in  College  of  Medicine  pro- 
grams. Another  533  (44%)  M.D/s  came  from 
outside  Iowa.  The  remaining  146  (12%)  were 
osteopathic  physicians  from  Iowa  and  non- 
Iowa  educational  programs.  (Tables  IV  & V) 

The  enrollment  at  the  University  of  Iowa 
College  of  Medicine  produces  around  175 
physicians  a year.  This  figure  is  very  close  to 
the  number  of  physicians  who  leave  practice 
each  year.  The  characteristic  mobility  of  physi- 
cians which  causes  Iowa  to  lose  graduates  also 
accounts  for  the  significant  in-migration  of 
physicians  not  only  for  residency  training,  but 
to  locate  for  medical  practice. 

The  net  gain  of  physicians  each  year  shows 
clearly  the  M.D.  shortage  of  the  sixties  has 
been  turned  around  in  Iowa,  and  the  many 
programs  instituted  by  the  University  in  the 
early  seventies  to  keep  more  doctors  in  Iowa 
have  assisted  in  a turnabout.  Today,  Iowa,  in- 


stead of  losing  physicians  as  it  was  in  1970,  is 
gaining  physicians  at  the  rate  of  over  70  a year, 
in  spite  of  the  fact  that  physicians  leaving  prac- 
tice in  Iowa  have  increased  almost  50%  in  the 
past  10  years.  Older  physicians  are  being  re- 
placed by  younger  physicians  in  large  num- 
bers, and  in  the  past  5 years  alone  almost  30% 
of  all  physicians  were  replaced  in  the  State  of 
Iowa.  The  University  of  Iowa  provides  the 
educational  base  for  the  production  of  the 
largest  group  of  the  medical  and  surgical 
physicians  needed  to  operate  the  medical  care 
system  of  this  State,  and  by  graduating  a num- 
ber of  physicians  equivalent  to  its  losses,  is  con- 
tributing its  share  to  the  nation's  medical  man- 
power needs.  Consistent  with  the  “New 
Federalism,"  Iowa,  in  the  area  of  medical  man- 
power, is  prepared  to  take  care  of  its  own. 

CONCLUSION 

Even  at  current  net  gain  rates,  having  131 
physicians  per  100,000  in  1990,  will  not  consti- 
tute a surplus.  That  is  not  to  say  there  is  not  an 
excess  capacity  in  medical  schools  elsewhere 
that  might  be  modulated  to  match  population 
growth  by  1990.  As  logical  as  such  a goal  might 
be,  without  knowing  the  nature  of  demand  in 
the  next  10  years,  it,  like  the  GMENAC  report, 
would  be  no  more  than  an  educated  guess. 
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Read  All  About  It 
In  'Kids  Komments' 


Kids  Komments  is  an  unlikely  name  for  a 
newspaper.  But  for  pediatric  patients  at 
University  of  Iowa  Hospitals  and  Clinics  it 
beats  the  Wall  Street  Journal,  New  York  Tunes 
and  Des  Moines  Register  a hundred  times  over. 

Every  two  weeks  a new  edition  of  Kids  Kom- 
ments hits  the  hospital's  newsstands,  and 
copies  are  snapped  up  by  young  patients  anx- 
ious to  see  themselves  or  read  the  story  written 
by  a patient  friend. 

Kids  Komments  has  been  published  about  2 
years,  explains  Dean  Borg,  director  of  Hospital 
Information  Services.  "It  began  when  Paul 
Behl  joined  our  staff,"  said  Borg.  "Paul  had 
published  a children's  newspaper  previously.  I 
thought  a newspaper  for  children  in  University 
Hospitals  might  have  some  appeal  and  be  of 
service,  too,  so  I asked  him  to  try  it."  A Uni- 
versity journalism  student,  Teresa  Hunter, 
Des  Moines,  is  the  assistant  editor. 


Child  life  therapists  help  pediatric  patients 
write  short  stories  about  themselves,  their 
families,  hobbies  and  often  their  illnesses.  A 
particularly  poignant  contribution  was  this 
poem  by  Neil  Williams,  11,  Danville,  Iowa, 
which  appeared  in  the  January  29  issue: 

In  the  hospital,  it's  not  fun 

I'd  rather  be  having  fun  in  the  sun. 

1 hope  for  a speedy  recovery, 
but  not  with  the  discovery 
of  a very  large  tumor. 

There  is  a rumor 
that  1 might  die 

and  go  to  be  with  Jesus  in  the  sky. 

The  paper  contains  a listing  of  the  special 
services  for  children,  e.g.,  art  programs,  li- 
brary, etc.  A report  by  a hospital  staff  member 
describes  a health  profession  so  the  children 
can  understand  the  work  of  those  who  serve 
them. 
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Two  thousand  copies  of  each  issue  are 
printed.  In  addition  to  University  Hospitals, 
some  copies  are  mailed  to  reception  rooms  of 
pediatricians  in  Des  Moines,  Ames,  Cedar 
Rapids,  Iowa  City  and  Davenport. 

"Understanding  and  letting  children  com- 
municate their  points  of  view  to  adults  and 
other  kids  is  a key  purpose  of  Kids  Komments," 
says  Editor  Behl.  "We  let  the  children  speak 
frankly  about  their  illnesses,  if  that's  what  they 
want  to  write  about." 

FROM  KIDS  KOAAMENTS  — These  photos  have  appeared  recent- 
ly in  Kids  Komments.  At  left  is  a happy  visit  from  Walt  Disney 
characters.  Below,  a pediatrician  gives  the  youthful  reporter  a 
chance  to  listen  to  heart  sounds  which  he  later  reports  on  in  the 
paper.  Upper  right  shows  a patient  with  a volunteer  worker;  each 
issue  features  a hospital  worker.  Middle  right,  this  pictorial  essay 
covers  "Homemade  Ice  Cream  Night."  Lower  right  has  a mother  and 
son  saying,  "I  love  you"  in  sign  language;  including  parents  adds  a 
family  flavor  to  Kids  Komments. 
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An  Expanded  QUESTIONS-ANSWERS  Presentation 


On  the  New  Cardiovascular  Center 


Francois  M.  Abboud,  M.D.,  is  head  of  the  Depart- 
ment of  Internal  Medicine  and  a professor  of  medi- 
cine and  physiology  in  the  University  of  Iowa  Col- 
lege of  Medicine.  He  comments  on  the  new  Car- 
diovascular Center,  which  he  directs. 


How  did  the  Cardiovascular  Center  evolve? 

Although  it  has  just  been  completed,  the 
seeds  that  grew  into  the  new  Car- 
diovascular Center  at  the  University  of  Iowa 
College  of  Medicine  were  sown  back  in  the 
1920s.  It  was  in  that  period  that  Dr.  Fred  Smith, 
who  headed  the  Department  of  Internal  Medi- 
cine, carried  out  his  classic  electrocardio- 
graphic studies  on  myocardial  infarction  in 
dogs.  As  a student,  Dr.  Smith  had  studied  with 
Dr.  James  B.  Herrick  of  Rush  Medical  School, 
who  first  recognized  coronary  artery  disease  as 
a clinical  syndrome. 

From  this  beginning,  a diversity  of  College 
departments  have  nurtured  a number  of  basic 
and  clinical  scientists  who  gained  national  and 
international  recognition  in  the  area  of  car- 
diovascular disease.  The  research  directions 
they  mapped,  the  scientists  and  practitioners 
they  trained,  and  the  thousands  of  patients 
they  cared  for,  propelled  the  University  of 
Iowa  into  a top  leadership  role  in  the  field. 
With  more  than  70  faculty  members  involved 
in  research,  education,  and  care  programs,  a 
decision  was  made  in  1977  to  provide  a central 
facility  that  could  help  coordinate  the  large  car- 


diovascular program  that  has  evolved  in  recent 
decades. 

What  are  the  purposes  of  the  Center? 

The  Cardiovascular  Center  was  created  to 
provide  core  facilities  not  provided  by 
federal  programs  for  training,  continuing 
education  and  research  and  to  act  as  a coordi- 
nating mechanism  for  cardiovascular  pro- 
grams. Among  its  objectives  are  to  help  the 
University  capitalize  further  on  the  strengths 
and  resources  already  developed;  to  foster  and 
encourage  interdisciplinary  research  by  both 
basic  and  clinical  scientists,  and  to  create  and 
bolster  an  interdisciplinary  teaching  and  train- 
ing environment. 

High  on  the  list  of  the  Center's  priorities  are 
strengthening  and  expanding  continuing 
education  opportunities  for  physicians  and 
education  programs  for  patients.  The  Center's 
coordinating  function  also  allows  us  to  identify 
resources  of  the  health  center  that  can  be  used 
to  support  new  cardiovascular  emphases.  It 
also  helps  to  identify  Center  resources  that  can 
support  other  major  programs  with  different 
primary  emphases,  such  as  the  Diabetes  Cen- 
ter, Stroke  Center,  and  major  prevention  pro- 
grams. 

The  new  facility  is  central  to  a wide  range  of 
cardiovascular  activities  now  being  conducted 
by  some  70  faculty  members  in  9 departments 
throughout  the  College  of  Medicine- 
University  Hospitals  complex.  The  purpose  is 
not  to  house  all  cardiovascular  related  research 
activities  in  the  Center.  These  will  continue  to 
be  carried  out  in  the  research  laboratories  of 
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the  departments.  The  Center  provides  core  re- 
search facilities,  facilities  of  new  interdisciplin- 
ary cardiovascular  research  programs,  and  a 
coordinating  mechanism  for  training  and  con- 
tinuing education. 

How  was  the  Center's  building  funded? 

Hundreds  of  faculty,  alumni,  individual, 
and  corporate  friends  of  the  University 
and  the  College  of  Medicine  have  built  the 
Cardiovascular  Center.  They  provided  more 
than  $2  million  to  construct  the  Center,  which 
is  located  on  two  new  floors  of  the  Medical 
Research  Center  in  the  midst  of  the  Hospital 
and  medical  science  laboratories  complex. 
Adding  to  the  excellent  support  which  came 
through  a major  fund-raising  campaign  of  the 
University  of  Iowa  Foundation  was  a major 
grant  from  the  Pearson  Trust,  which  originated 
with  a bequest  from  the  late  Edith  King  Pear- 
son, Des  Moines,  following  her  death  in  1963. 
Her  husband,  Dr.  William  Pearson,  who  died 
in  1944,  was  a well-known  otolaryngologist. 
The  new  addition  has  research  laboratories, 
faculty  and  administrative  offices,  seminar 
rooms,  library  and  learning  resource  units. 


How  will  the  Center  enhance  educational 
programs? 

The  Cardiovascular  Learning  Resource 
Unit,  named  after  our  leading  senior  car- 
diologist, Dr.  Lewis  E.  January,  will  be  the 
focus  of  increased  educational  opportunities 
for  medical  students,  graduate  training  in  car- 
diovascular research  and  clinical  cardiology, 
and  continuing  education  for  nurses  and 
physicians. 

The  unit  provides  advanced  electronic  aids 
for  visual  and  audio  self-study  of  cardiovascu- 
lar problems  and  characteristics.  For  example, 
some  medical  students  have  already  met  "Har- 
vey” and  physicians  attending  future  post- 
graduate education  sessions  can  look  forward 
to  checking  his  heart  sounds.  Harvey  is  a man- 
nequin or  Cardiology  Patient  Simulator  that 
realistically  reproduces  heart  sounds  and  mur- 
murs, movements  of  the  chest  wall,  respira- 
tion, blood  pressure,  and  arterial  and  venous 
pulsations.  Harvey  can  simulate  bedside  find- 
ings of  essentially  unlimited  cardiac  diseases. 
Only  a few  medical  centers  in  the  world  have 
this  mannequin.  The  U.  of  I.  is  fortunate  to 
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have  one  through  the  generosity  of  the  Alcoa 
Foundation,  Pittsburgh,  Pa.,  which  provided  a 
$50,000  challenge  grant  to  the  College  of  Medi- 
cine to  pay  half  the  cost. 

What  is  the  current  research  focus? 

Research  is  focused  on  four  major  areas: 
atherosclerosis,  hypertension,  stroke, 
and  coronary  heart  disease.  We  are  seeking 
answers  to  how  these  disorders  can  be  better 
detected  and  treated  and  how,  one  day,  they 
might  be  prevented  entirely. 

In  atherosclerosis,  studies  concern  tissue 
lipids  (clinical  and  cell  culture),  primate  ather- 
osclerosis (regression  and  vessel  wall  charac- 
teristics), and  the  role  of  endothelium  and 
platelets  in  atherosclerosis  and  thrombosis  (in- 
teraction between  blood  and  the  vessel  wall). 
Two  large  clinical  studies  are  also  underway  — 
the  Coronary  Heart  Disease  Risk  Factors  in 
School  Children  project  and  the  Coronary 
Primary  Prevention  Trial. 

Among  a host  of  projects  being  undertaken 
in  research  on  hypertension  are  identification 
of  factors  influencing  the  natural  history  of  the 
disease,  new  diagnostic  approaches,  the  prev- 
alence and  incidence  in  childhood,  and 
neurogenic  control  of  the  circulation.  Some  of 
the  projects  related  to  heart  disease  are  the 
molecular  arrangement  of  heart  muscle  pro- 
(Please  turn  to  page  144) 
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teins,  biochemical  regulation  of  muscle  con- 
traction, identification  of  stress  patterns  in  the 
heart  walls,  and  drug  effects  on  coronary  cir- 
culation. Several  projects  related  to  the  cere- 
bral circulation  explore  the  mechanisms  in- 
volved in  hypertensive  encephalopathy  and 
stroke. 

Work  of  several  investigators  in  the  Center 
has  been  in  the  forefront  of  the  field  and  has 
attracted  national  and  international  recogni- 
tion to  cardiovascular  programs  at  Iowa.  In 
recognition  of  the  leading  position  of  our  scien- 
tists in  the  Cardiovascular  Center,  we  have 
been  given  the  responsibility  for  editing  the 
premier  journal  of  cardiovascular  research  in 
the  world  — Circulation  Research,  published  by 
the  American  Heart  Association. 

How  is  the  operation  of  the  Center  funded? 

Operational  funds  come  through  success- 
ful competitive  application  for  research 
grants  by  individual  faculty  members  and  in- 
terdisciplinary groups  of  faculty.  Despite  the 


1982  IMS  HOUSE  OF  DELEGATES 

Physician  delegates  from  county  medical 
societies  will  be  in  Des  Moines  May  1 and  2 to 
establish  and  update  policy  for  the  Iowa 
Medical  Society.  Nearly  20  resolutions  are  in 
hand  as  this  is  prepared,  along  with  several 
committee  reports,  for  attention  by  the  1982 
IMS  House  of  Delegates. 

The  IMS  House  will  convene  at  9 a.m.,  on 
Saturday,  May  1,  at  the  Marriott  Hotel.  Ses- 
sions of  the  House  are  open  to  any  interested 
member  physician.  Open  discussion  of  the  res- 
olutions and  other  items  will  occur  during 
afternoon  reference  committee  hearings; 
again,  any  member  may  participate. 


intense  national  competition  for  federal  grants, 
the  faculty  has  been  successful  in  attracting 
almost  $7  million  of  direct  and  indirect  support 
in  1981-82  to  the  College  of  Medicine  through 
the  National  Institutes  of  Health.  Over  the  past 
decade,  funds  from  this  source  have  totaled 
nearly  $35  million.  There  has  been  no  direct 
allocation  of  state  funds  to  the  Cardiovascular 
Center.  Grant  support  from  the  Iowa  and 
American  Heart  Assocations  also  has  been 
substantial  over  the  past  10  to  15  years, 
reaching  nearly  $1  million. 

What  does  the  Center  mean  for  patients? 

Through  the  Center's  education  programs, 
the  findings  of  researchers  often  move 
directly  to  the  bedside  to  help  heart  patients. 
We  all  know  that  dramatic  strides  have  been 
made  in  reducing  the  toll  taken  on  our  nation's 
health  by  diseases  of  the  heart  and  blood  ves- 
sels. Still,  more  than  30  million  Americans  suf- 
fer from  these  diseases  and  more  than  one 
million  die  from  them  annually.  The  need  to 
maintain  and  expand  programs  aimed  at  de- 
veloping our  knowledge  of  these  diseases 
must  continue  to  be  a matter  of  high  priority. 

We  invite  all  physicians  to  visit  the  Car- 
diovascular Center  and  to  participate  in  the 
learning  experiences  that  it  provides.  Harvey  is 
anxious  to  meet  you. 


The  concluding  session  Sunday  morning 
will  see  the  House  acting  on  reports  submitted 
by  the  reference  committees.  Also  scheduled 
Sunday  is  the  election  of  officers  for  the  1982- 
1983  year  and  the  installation  of  Hormoz  Ras- 
sekh,  M.D.,  as  the  new  Society  president.  The 
slate  of  officers  proposed  by  the  Nominating 
Committee  has  been  reported  in  the  April  ims 

UPDATE. 

The  IMS  Auxiliary  is  conducting  its  annual 
meeting  April  30/May  1 in  conjunction  with  the 
House  of  Delegates. 
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The  1981  Entering  Class 

GEORGE  L.  BAKER,  M.D. 

Iowa  City,  Iowa 


Anew  group  of  175  students  began  medical 
study  at  the  University  of  Iowa  College 
of  Medicine  in  August,  1981.  They  will  be 
graduated  in  May,  1985. 

APPLICANTS 

These  175  students  were  selected  from  a to- 
tal of  540  persons  who  applied  for  places  in  the 
class.  Three  hundred  sixty  of  these  applicants 
were  Iowa  residents. 

The  number  of  women  in  the  final  applicant 
group  was  183,  or  34%  of  the  total  number  of 
applicants.  This  is  an  increase  from  128  in  1979- 
80. 

While  the  number  of  applicants  to  medical 
school  has  been  falling  nationally  for  several 
years,  applications  from  Iowa  residents  have 
remained  constant  at  about  360  the  last  several 
years.  The  academic  credentials  of  the  appli- 
cants continue  to  be  strong.  As  a result  of  bet- 
ter information  regarding  medical  school 
admissions,  there  is  more  self-selection  by 
potential  applicants,  and  fewer  applicants  with 
marginal  records  apply. 

The  number  and  percentage  of  women  ap- 
plying to  medical  school  has  been  increasing 
nationally  and  in  Iowa  for  several  years.  They 
present  with  similar  academic  credentials  and 
are  admitted  in  generally  the  same  proportion 
as  in  the  applicant  group. 

THE  EARLY  DECISION  PLAN 

The  College  of  Medicine  participates  in  an 
Early  Decision  Plan  (EDP)  of  application. 
Under  this  plan  an  applicant  submits  one  early 


Dr.  Baker  is  associate  dean  for  student  affairs  and  curriculum  at  the 
University  of  Iowa  College  of  Medicine. 


From  46  different  Iowa  counties  come  the  members  of 
the  U.  of  I.  freshman  medical  class.  Of  the  class  of  1 75, 
28  are  residents  of  other  states.  The  class  has  105  men 
and  70  women.  Better  than  a quarter  of  the  lowans  are 
from  towns  under  5,000  population. 


application  to  his  or  her  first  choice  medical 
school.  The  EDP  applicant  agrees  that,  if 
offered  admission  by  the  EDP  decision  date 
(October  1),  he  or  she  will  accept  that  offer  and 
not  apply  to  other  medical  schools.  The  medi- 
cal school  agrees  to  review  and  decide  upon  all 
EDP  applications  prior  to  the  EDP  decision 
date. 

Non-resident  applicants,  except  for  those 
applying  to  either  the  MSTP  (M.D.-Ph.D.)  or 
EOP  (Educational  Opportunities  Program),  are 
required  to  apply  through  the  Early  Decision 
Plan.  The  number  of  EDP  applications  was  100 
in  1979-80  and  113  in  1980-81.  Eighty-five  of 
this  year's  EDP  applications  were  submitted  by 
Iowa  residents  and  28  by  residents  of  other 
states.  Forty-nine  EDP  applicants  were  admit- 
ted, including  35  Iowa  residents  and  14  non- 
residents. 

1981  ENTERING  CLASS 

The  entering  class  is  comprised  of  175  stu- 
dents, 105  men  and  70  women.  The  average 
age  of  the  entering  class  is  22.4  years,  with  a 
range  of  19  to  34  years.  Students  came  from  46 
of  Iowa's  99  counties.  Many  different  under- 
graduate courses  of  study  were  followed.  The 
most  common  was  one  of  the  natural  sciences. 

Nineteen  percent  of  the  members  of  this 
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class  were  married  when  they  started  medical 
school. 

Most  of  the  new  students  (83%)  are  residents 
of  the  state  of  Iowa.  Twenty-seven  percent  of 
the  class  came  from  communities  of  less  than 
5,000  population  and  43%  came  from  com- 
munities of  less  than  25,000  population. 

The  applicants  had  achieved  an  overall 
grade  point  average  of  3.3  on  a 4.0  scale.  The 
admitted  class  had  a 3.66  overall  grade  point 
average.  Science  achievement  was  essentially 
the  same  as  the  overall  achievement,  a 3.6 
average. 

All  applicants  take  the  new  Medical  College 
Admissions  Test  (new  MCAT).  This  test  has 
scores  from  1-15  with  the  national  average 
being  an  8.  Students  admitted  to  this  class 
scored  an  average  of  9 or  10  on  each  of  the  6 
subtests.  These  subtests  include  biology, 
chemistry,  physics,  science  problems,  reading 
and  quantitative  skills  analysis. 

There  were  no  differences  in  the  academic 
credentials  of  men  and  women  in  this  class. 
Sex  of  the  applicant  is  not  a consideration. 

Thirteen  applicants  were  admitted  at  the 
end  of  their  third  year  of  pre-medical  study.  At 
the  other  end  of  the  spectrum,  16  new  students 
have  pursued  some  graduate  study;  7 have 
completed  master's  degrees,  and  2 have  re- 
ceived Ph.D.'s. 

The  Educational  Opportunity  Program 
(EOP)  provides  educational  and  financial 
assistance  to  disadvantaged  students.  There 
were  28  applicants  for  this  program.  Thirteen 
new  EOP  students  are  included  in  the  1981 
entering  class. 

The  Medical  Scientist  Training  Program 
(MSTP)  is  designed  to  prepare  highly  qualified 
men  and  women  for  careers  in  creative  profes- 
sional activity  in  the  pre-clinical  and  clinical 
sciences.  Four  members  of  the  class  will  par- 
ticipate as  MSTP  students  and  work  toward 
both  M.D.  and  Ph.D.  degrees.  There  were  37 
applicants  for  this  program. 


Students  admitted  to  the  College  of  Medi- 
cine are  permitted  to  delay  their  enrollment  for 
one  year.  Students  who  do  so  often  cite 
reasons  such  as  personal  growth,  completion 
of  degree  requirements,  earning  and  saving 
money,  and  completion  of  research  projects.  A 
number  of  students  have  discovered  that  they 
become  less  certain  of  their  desire  for  a medical 
career  once  the  goal  of  admission  to  medical 
school  has  been  attained.  Some  of  these  stu- 
dents have  delayed  entry  for  a year  while  they 
re-examine  their  personal  and  career  goals. 
Nine  students  originally  admitted  in  1979-80 
delayed  entry  until  this  year,  and  7 of  these  9 
have  indicated  they  will  enroll  in  the  fall.  Six  of 
the  1980-81  admittees  have  indicated  that  they 
will  delay  entry  until  the  fall  of  1982. 

ADMISSIONS  COMMITTEE 

The  Admissions  Committee  is  made  up  of  16 
members  representing  both  clinical  and  basic 
science  faculty,  students,  and  the  medical  com- 
munity. The  committee  met  10  times  during 
the  year  to  review  admissions  policies  and 
practices  and  to  evaluate  applications.  In  addi- 
tion, each  member  of  the  committee  spent 
many  hours  reviewing  applications  in  prepara- 
tion for  the  meetings. 

The  committee  is  charged  by  the  Dean  to 
recommend  for  admission  those  applicants 
who  appear  to  be  best  qualified  for  the  study 
and  practice  of  Medicine.  This  is  a difficult 
task,  as  the  committee  is  presented  with  a large 
number  of  very  good  applicants  each  year. 

The  Admissions  Committee  considers  all  ap- 
plications and  makes  all  recommendations  for 
admissions  to  the  College  of  Medicine.  There 
are  no  quotas  for  special  groups  or  programs. 
No  consideration  is  given  for  alumni,  faculty, 
or  contributors.  Each  applicant  is  considered 
on  his  or  her  own  individual  merits. 

FINANCIAL  AID 

Most  students  receive  financial  aid.  Five 
hundred  fifty-six  of  711  medical  students  in  all 
4 years  received  some  form  of  financial  aid  in 
1980-81.  The  total  amount  was  $3,242,128  of 
which  $2,568,807  was  loans.  By  far  the  most 
used  loan  program  is  the  Guaranteed  Student 
Loan  which  provided  $1,872,173  to  471  Uni- 
versity of  Iowa  medical  students  in  1980-81. 
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Famous 


They  work  so 

well  together. 


One  of  man's  most  amazing  explo- 
rations and  scientific  adventures,  the 
successful  Gemini  flight  program 
was  a triumph  of  imagination  and— 
teamwork.  Two  men  learned  to 
operate  in  space,  to  rendezvous,  to 
dock,  and  to  work  outside  their 
spacecraft  in  the  hard  vacuum  of 
outer  space.  Not  only  did  they  coor- 
dinate their  efforts  with  ground 
backup,  they  also  complemented 
each  other's  activities  within  the 
close  confines  of  the  space  capsule. 
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...another  well-known  pair  that 
works  so  well  together!  Ninety- 
five  percent  of  colon /rectal 
surgeons  surveyed*  added 
Tucks  pads  concomi- 
tantly to  hemorrhoidal 
treatment  programs 
they  recommended. 


Anusol-HC ® 

Suppositories  / Cream 
with  Hydrocortisone  Acetate 
The  # 1 physician-prescribed  product  for  hemor- 
rhoids and  other  common  anorectal  disorders ** 

□ Antiinflammatory,  to  relieve  edema,  burning, 
itching,  pain 

□ Astringent,  to  help  promote  healing 

□ Emollient,  for  easier  bowel  movements  and 
soothing  relief  of  local  trauma 

And,  when  pain  is  a special  problem,  Anusol 
Ointment  offers  the  benefits  of  the  anesthetic, 
pramoxine  HCI. 


ANUSOL-HC®  Suppositories/ 
ANUSOL-HC®  Cream 

Before  prescribing,  please  see  full  prescribing  information. 

A Brief  Summary  follows: 
Indications  and  Usage:  Anusol-HC  Suppositories  and 
Anusol-HC  Cream  are  adjunctive  therapy  for  the 
symptomatic  relief  of  pain,  itching  and  discomfort  in 
external  and  internal  hemorrhoids,  proctitis,  papillitis, 
cryptitis,  and  fissures,  incomplete  fistulas,  pruritus  ani  and 
relief  of  local  pain  and  discomfort  following  anorectal 
surgery. 

Anusol-HC  is  especially  indicated  when  inflammation  is 
present  After  acute  symptoms  subside,  most  patients  can 
be  maintained  on  regular  Anusol*  Suppositories  or 
Ointment. 
CONTRAINDICATIONS 
Anusol-HC  Suppositories  and  Anusol-HC  Cream  are 
contraindicated  in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components  of  the 
preparations. 
WARNINGS 

The  safe  use  of  topical  steroids  during  pregnancy  has  not 
been  fully  established.  The  refore,  during  pregnancy,  they 
should  not  be  used  unnecessarily  on  extensive  areas,  in 
large  amounts  or  for  prolonged  periods  of  time. 

PRECAUTIONS 

General 

Symptomatic  relief  should  not  delay  definitive  diagnoses  or 

treatment. 

Prolonged  or  excessive  use  of  corticosteroids  might 
produce  systemic  effects. 
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The  # 1 hemorrhoidal  pad*  for  added  external  relief 
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hemorrhoids  and  other  common  anorectal  dis- 
orders 


If  irritation  develops,  Anusol-HC  Suppositories  and  Anusol- 
HC  Cream  should  be  discontinued  and  appropriate  therapy 

instituted. 

In  the  presence  of  an  infection  the  use  of  an  appropriate 
antifungal  or  antibacterial  agent  should  be  instituted.  If  a 
favorable  response  does  not  occur  promptly,  the 
corticosteroid  should  be  discontinued  until  the  infection  has 
been  adequately  controlled 
Anusol-HC  is  not  for  ophthalmic  use. 

Pregnancy 
See  "WARNINGS" 
Pediatric  Use 


PARKE-DAVIS 

Warner-Lambert  Company 
Morris  Plains,  NJ  07950 


□ Hygienic  rectal  wipe— an  integral  part  of  the 
anorectal  regimen 

Once  pain  and  inflammation  subside,  for  dual 
action  recommend  regular  ANUSOL®— to  maintain 
patient  comfort— and  TUCKS®— to  maintain  patient 
anorectal  hygiene. 

'■’Meeting  of  Am  Soc  Colon /Rectal  Surgeons.  May  1980. 

"’■‘Based  on  total  prescriptions  filled  for  hemorrhoidal  preparations  during  the 
first  three  quarters  of  1981  The  National  Prescription  Audit.  IMS  America  Ltd, 
Sept  1981. 

'1981  data  from  leading  marketing  research  organization 
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Care  should  be  taken  when  using  the  corticosteroid 
hydrocortisone  acetate  in  children  and  infants. 

DOSAGE  AND  ADMINISTRATION 
Anusol-HC  Suppositories— Adults:  Remove  foil  wrapper  and 
insert  suppository  into  the  anus.  Insert  one  suppository  in 
the  morning  and  one  at  bedtime  for  3 to  6 days  or  until 
inflammation  subsides.  Then  maintain  comfort  with  regular 
Anusol  Suppositories 
Anusol-HC  Cream-Adults:  After  gentle  bathing  and  drying 
of  the  anal  area,  remove  tube  cap  and  apply  to  the  exterior 
surface  and  gently  rub  in.  For  internal  use,  attach  the 
plastic  applicator  and  insert  into  the  anus  by  applying 
gentle  continuous  pressure.  Then  squeeze  the  tube  to 
deliver  medication.  Cream  should  be  applied  3 or  4 times  a 
day  for  3 to  6 days  until  inflammation  subsides.  Then 
maintain  comfort  with  regular  Anusol  Ointment. 
NOTE:  If  staining  from  either  of  the  above  products  occurs, 
the  stain  may  be  removed  from  fabric  by  hand  or  machine 
washing  with  household  detergent. 
Store  between  59°-86°F  |15°-30°C) 
1089G010 


Preceptorship  in  Family  Practice 


CHARLES  E.  DRISCOLL,  M.D. 
Iowa  City,  Iowa 


The  preceptorship  experience  for  medical 
students  at  the  University  of  Iowa  College 
of  Medicine  is  a 2-week  experience  in  family 
medicine.  Prior  to  1980  no  exposure  was  re- 
quired of  every  medical  student  to  the  disci- 
pline of  family  practice.  By  vote  of  the  College 
of  Medicine  faculty  in  1980,  the  Preceptorship 
in  Primary  Care  was  changed  to  the  Precep- 
torship in  Family  Practice.  All  junior  medical 
students  now  have  a 2-week  community-based 
experience  in  a family  practice  office.  It  ex- 
poses them  to  realistic  models  of  family  medi- 
cine before  finalizing  their  senior  year  class 
choices. 

For  students  who  are  interested  in  family 
medicine  careers,  the  preceptorship  provides  a 
look  at  "real  world"  practice.  For  students  who 
are  interested  in  another  discipline,  the  pre- 
ceptorship gives  them  an  understanding  of 
what  the  primary  care  family  practitioner  must 
deal  with  in  everyday  practice  and  the  necessi- 
ty for  good  consultation  skills  with  other  spe- 
cialties. 

PROGRAM  REDESIGNED 

The  preceptorship  has  been  redesigned  to 
implement  both  behavioral  and  skill  level 
objectives.  A preceptorship  instructor's  manu- 
al was  designed  in  1981  for  the  use  of  both  the 
student  and  the  teacher  at  the  community- 
based  location.  The  evaluation  of  the  student 


Dr.  Driscoll  is  an  assistant  professor  of  family  practice  in  the  University 
of  Iowa  College  of  Medicine  and  course  director  of  the  Preceptorship  in 
Family  Practice. 


Looked  at  very  positively  by  the  students  is  the  required 
2-week  family  medicine  preceptorship.  The  opportunity 
is  available  for  additional  family  physicians  to  partici- 
pate in  this  mutually  rewarding  education  program. 


was  changed  to  include  both  subjective  and 
objective  evaluation  tools.  Each  student  is  re- 
quired to  complete  3 exercises  of  a paper-and- 
pencil  nature  designed  to  supplement  the 
practical  preceptorship  experience  and  to  give 
the  student  an  appreciation  for  some  concepts 
of  family  medicine. 

These  self-instructional  exercises  encourage 
the  student  (1)  to  keep  a practice  diary,  (2)  to 
look  at  the  natural  history  of  disease  in  the 
primary  care  setting,  (3)  to  provide  practical 
patient  education,  (4)  to  practice  appropriate 
skills  of  consultation  and  referral,  and  (5)  to 
document  clinical  procedural  skills.  Practicing 
family  physicians  have  been  trained  to  teach, 
using  continuing  education  seminar  sessions 
for  improvement  of  their  precepting  skills. 

A typical  preceptorship  experience  begins 
with  the  student  contacting  a community- 
based  family  physician  and  requesting  a 
2-week  rotation.  The  objectives  of  the  program 
are  given  in  writing  to  the  student  along  with 
the  necessary  materials  for  completing  the 
rotation.  During  the  2 weeks,  the  student  is 
encouraged  to  spend  the  majority  of  his  or  her 
time  with  one  physician,  learning  the  practice 
style  and  private  life  style  of  that  practitioner. 
In  many  cases,  the  student  stays  in  the  home  of 
the  practitioner  so  they  may  go  together  on 
night  calls  and  to  various  community  activities. 
Outside  living  arrangements  are  made  by  a 
third  of  the  practitioners  for  their  student 
trainees.  Preceptor  sites  are  available  through- 
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out  the  state  and  in  particular  in  practices  that 
are  located  in  health  manpower  shortage  areas 
or  in  areas  where  exposure  to  the  responsibili- 
ties of  clinical  family  medicine  is  likely. 


COMPLETE  EVALUATIONS 

At  the  completion  of  the  2-week,  commu- 
nity-based rotation,  the  student  returns  to  the 
University  and  both  the  teacher  and  student 
complete  evaluations  of  the  experience  and  re- 
turn them  to  the  Department  of  Family  Prac- 
tice. The  grading  system  is  now  in  line  with  the 
rest  of  the  junior  rotations,  with  a grade  of 
Honors,  Pass  or  Fail  being  possible.  Students 
who  wish  to  demonstrate  their  interest  and 
skill  in  primary  care  may  seek  the  Honors 
grade  to  build  their  credentials  for  application 
to  Family  Practice  residency  programs. 

Teaching  practitioners  are  selected  for  their 
desire  to  teach  and  because  their  practice  mod- 
els the  concepts  of  family  medicine.  The  practi- 
tioner should  be  board  certified  in  family  prac- 
tice and  be  willing  to  take  2-3  junior  students 
each  year.  The  precepting  physicians  are  also 
encouraged  to  take  a teaching  skills  workshop 
to  augment  their  skills  in  clinical  teaching  and 
student  evaluation.  Family  physicians  who 
meet  the  above  qualifications  and  who  are  not 
currently  preceptors  may  inquire  about  the 
opportunity  to  teach  by  writing:  Charles  E. 


TO  COVER  NUCLEAR 
IMPLICATIONS 

The  medical  consequences  of  nuclear 
weapons  and  nuclear  war  will  be  covered  in  a 
symposium  on  April  24  at  the  University  of 
Iowa  Memorial  Union.  A panel  of  renowned 
national  authorities  in  medicine,  science,  and 
arms  control  will  contribute  their  expertise  at 
the  meeting  which  is  designed  for  physicians, 
other  health  professionals  and  the  public. 

Among  symposium  speakers  will  be  Dr. 
Jonathan  Fine,  executive  committee  chairman, 
Physicians  for  Social  Responsibility,  Boston; 
Dr.  Herbert  Scoville,  president.  Arms  Control 


Driscoll,  M.D.,  Course  Director  of  Precep- 
torship  in  Family  Practice,  Room  171  CH,  De- 
partment of  Family  Practice,  University  of 
Iowa  Hospitals,  Iowa  City,  Iowa  52242. 

In  summary,  the  preceptorship  experience 
has  taken  on  a major  change  in  structure  over 
the  past  2 years.  The  preceptorship  has  lent 
itself  to  adaptation  as  a junior  required  course 
exposing  100%  of  the  students  to  the  discipline 
of  family  medicine.  Students  wishing  to  take 
preceptorships  in  other  specialties  may  still  do 
so  on  an  elective  basis  during  their  senior  year. 
The  preceptorship  combines  educational 
objectives  with  teacher  training  to  provide  a 
quality  experience  for  each  student. 

POSITIVE  IMPACT 

The  students  evaluate  the  preceptorship 
very  positively  and  look  at  it  as  a major  training 
factor  in  the  junior  year  of  medical  school. 
Aside  from  the  Medical  Education  and  Com- 
munity Orientation  program  (M.E.C.O.),  this 
family  practice  preceptorship  is  the  only  com- 
munity medicine  students  experience  away 
from  the  tertiary  care  center  during  their  first  3 
years  in  medical  school.  Because  it  is  an  enjoy- 
able learning  experience,  not  only  have  medi- 
cal students  been  encouraged  to  consider  fami- 
ly medicine  as  a viable  career  alternative,  but 
many  have  been  able  to  gain  a better  apprecia- 
tion for  primary  care  as  practiced  by  Iowa  fami- 
ly physicians. 


Association,  Washington,  D.C.;  and  Dr.  Kosta 
Tsipis,  associate  director  of  the  program  in  Sci- 
ence and  Technology  for  International  Secur- 
ity, Massachusetts  Institute  of  Technology. 

The  program  has  been  organized  by  Physi- 
cians for  Social  Responsibility,  Inc.,  a nonprofit 
organization  committed  to  public  and  profes- 
sional education  on  the  medical  implications  of 
nuclear  technology.  The  symposium  is  spon- 
sored by  the  U.  of  I.  College  of  Medicine  in 
cooperation  with  the  College  of  Nursing,  with 
support  from  the  Stanley  Foundation,  Musca- 
tine, and  the  Stanley  — U.  of  I.  Foundation 
Support  Organization,  and  the  Iowa  chapter. 
Physicians  for  Social  Responsibility. 
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Appreciation  to  Physician  Preceptors 


The  University  of  Iowa  College  of  Medicine 
extends  sincere  appreciation  to  the  129 
Iowa  physicians  who  served  last  year 
(academic  year  1980-1981)  as  preceptors  for 
third-  and  fourth-year  medical  students  and 

1980-81  PRECEPTORS  FOR 
THIRD  YEAR  PRECEPTORSHIP 

Served  Students  From  Class  of  1982 


Ankeny Rodney  R.  Carlson,  M.D.  (2) 

Boone John  F.  Murphy,  M.D.  (5),  Wayne  E.  Rouse,  M.D. 

(3) 

Burlington A.  Patrick  Schneider,  II,  M.D.  (1) 

Cedar  Falls Robert  N.  Bremner,  M.D.  (1),  Philip  E.  Rohrbaugh, 

M.D.  (1),  James  R.  Young,  M.D.  (2) 

Cedar  Rapids James  F.  Stiles,  M.D.  (6),  Robert  L.  Swaney,  M.D. 

(5),  Mark  J.  Tyler,  M.D.  (3) 

Centerville James  B.  McConville,  M.D.  (5) 

Conrad Glendon  D.  Button,  M.D.  (1) 

Corydon Keith  A.  Garber,  M.D.  (1) 

Council  Bluffs James  T.  Mulry,  M.D.  (2) 

Creston Peter  R.  Marcellus,  M.D.  (1) 

Decorah James  A.  Bullard,  M.D.  (2),  Drew  Pellett,  M.D.  (2) 

Denison Romaine  L.  Bendixen,  M.D.  (2) 

Des  Moines James  R.  Bell,  M.D.  (2),  James  L.  Blessman,  M.D. 

(3),  Charles  R.  Peterson,  M.D.  (3),  Ronald  A.  Shirk, 
D.O.  (1) 

Dyersville Anthony  Sweeney,  M.D.  (4) 

Elkader Kenneth  E.  Zichal,  M.D.  (1) 

Emmetsburg Carlyle  C.  Moore,  M.D.  (2) 

Estherville Robert  S.  Hranac,  M.D.  (1) 

Fairfield  James  H.  Dunlevy,  M.D.  (3),  Gene  E.  Egli,  M.D.  (2) 

Fort  Madison Glen  A.  Gabrielson,  M.D.  (2) 

Grinnell Bernhard  G.  Wiltfang,  M.D.  (1) 

Guttenberg Eugene  M.  Downey,  M.D.  (4),  Robert  J.  Merrick, 

M.D.  (2) 

Iowa  City Victor  G.  Edwards,  M.D.  (5),  Mitchell  C.  Ruffcorn, 

M.D.  (5) 

Kalona Dwight  G.  Sattler,  M.D.  (4) 

Le  Mars Daryl  E.  Doorenbos,  M.D.  (1),  James  E.  Powell, 

M.D.  (1),  Gerald  L.  Van  Es,  M.D.  (1) 

Leon Larry  W.  Richard,  M.D.  (1) 

Manchester Mary  A.  Arends,  M.D.  (3),  Paul  A.  Searles,  D.O. 

(2),  John  E.  Tyrrell,  M.D.  (2) 

Manilla John  M.  Hennessey,  M.D.  (2) 

Marengo Dan  Hogan,  M.D.  (1) 


Figures  in  parentheses  show  number  of  students  physicians  had  during 
year. 


for  students  in  the  Physicians  Assistant  Pro- 
gram. These  preceptorships  are  an  important 
element  in  the  College's  outreach  effort.  They 
permit  students  to  observe  first-hand  a medical 
practice  away  from  the  academic  setting. 


IOWA 


Figure  1 shows  the  community  locations  of  physicians  who  served 
as  preceptors  for  the  three  groups  of  students. 


Marshalltown Milton  J.  Van  Gundy,  M.D.  (2),  David  L.  Thomas, 

M.D.  (2) 

Missouri  Valley John  M.  Barnes,  M.D.  (2) 

Muscatine Forrest  D.  Dean,  M.D.  (3),  Steven  S.  Krogh,  M.D. 

(3),  Dean  McGinty,  M.D.  (2),  Patrick  A.  Tranmer, 
M.D.  (4) 

Newton Marvin  R.  Moles,  M.D.  (1) 

Oelwein Robert  S.  Jaggard,  M.D.  (1) 

Orange  City Roy  J.  Hassebroek,  M.D.  (1) 

Oskaloosa R.  Michael  Collison,  M.D.  (4) 

Red  Oak William  G.  Artherholt,  D.O.  (2) 

Rockford Russell  G.  Barrett,  M.D.  (1) 

Sheldon Ronald  L.  Zoutendam,  M.D.  (1) 

Shenandoah Kenneth  J.  Gee,  M.D.  (1) 

Sioux  Center Richard  A.  Jongewaard,  M.D.  (1) 

Sioux  City John  H.  Roberts,  M.D.  (1) 

Solon  Bruce  R.  Van  Houweling,  M.D.  (1) 

Spencer George  F.  Fieselmann,  M.D.  (1),  John  E.  Kelly, 


M.D.  (7) 
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Spirit  Lake Donald  F.  Rodawig,  M.D.  (2) 

State  Center Larry  R.  Beaty,  M.D.  (1) 

Storm  Lake Timothy  K.  Daniels,  M.D.  (1),  GaryC.  Olson,  M.D. 

(2) 

Story  City Charles  E.  Semler,  M.D.  (3) 

Vinton Sherman  L.  Anthony,  M.D.  (1) 


Waterloo Kent  R.  Opheim,  M.D.  (2),  Karl  Jauch,  M.D.  (2) 

Waukon Richard  D.  Perry,  M.D.  (1) 

Webster  City Subhash  C.  Sahai,  M.D.  (2) 

West  Union Susan  Urbatsch,  M.D.  (4) 

Winfield Billy  R.  Nordyke,  M.D.  (4) 


1980-81  PRECEPTORS  FOR  FOURTH  YEAR 
ELECTIVE  PRECEPTORSHIP 

Served  Students  from  Class  of  1981 

Burlington A.  Patrick  Schneider,  II,  M.D.  (2) 


Cedar  Rapids Robert  L.  Swaney,  M.D.  (1) 

Guttenberg Robert  J.  Merrick,  M.D.  (1) 

Indianola Donald  G.  Flory,  M.D.  (1) 

Orange  City Carl  Vander  Kooi,  M.D.  (1) 

Vinton Sherman  L.  Anthony,  M.D.  (1) 


1980-81  PHYSICIANS  ASSISTANT 
PROGRAM  PRECEPTORS 


Centerville Anthony  Owca,  M.D. 

Clarinda Kirpal  Singh,  M.D. 

Davenport Gordon  Cherwitz,  M.D.,  Eugene  Johnson,  M.D., 

Forrest  Smith,  M.D. 

Des  Moines Michael  Abrams,  M.D.,  Albert  Bostrom,  M.D., 

Gertrude  Doughten,  M.D.,  L.  R.  Dragstedt,  M.D., 


John  Hess,  Jr.,  M.D.,  David  Kaung,  M.D.,  Alda 
Knight,  M.D.,  Thomas  Lucas,  M.D.,  Donald  Lulu, 
M.D.,  Loran  Parker,  M.D.,  Greg  Rohs,  M.D.,  Riz- 
wan  Shah,  M.D.,  Sutin  Srisumrid,  M.D.,  Dennis 
Walter,  M.D. 

Dubuque Allen  Harves,  M.D.,  Paul  Laube,  M.D.,  Robert  Mel- 

gaard,  M.D.,  Peter  R.  Whitis,  M.D. 


Iowa  City Albert  Cram,  M.D.,  David  Culp,  M.D.,  Gerald 

DiBona,  M.D.,  Douglas  Laube,  M.D.,  Michael  R. 
Mickelson,  M.D.,  Thomas  Vargish,  M.D.,  Creighton 
B.  Wright,  M.D. 

Lake  City  James  Comstock,  M.D. 

Mason  City Marie  Alcorn,  M.D.,  Richard  Munns,  M.D. 

Marshalltown Axel  Lund,  M.D.,  Donald  Reading,  M.D. 

Mt.  Pleasant Albert  Kaplan,  M.D.,  Candiah  Thiagarajah,  M.D. 

Muscatine Armir  Arbisser,  M.D.,  William  Catalona,  M.D., 


Forrest  Dean,  M.D.,  Charles  Honnold,  M.D., 
Gerald  P.  Kealey,  M.D.,  Steven  S.  Krogh,  M.D., 
David  Kundel,  M.D.,  Richard  Kundel,  M.D.,  Dean 
McGinty,  M.D. 


Sioux  City Gerald  J.  McGowan,  M.D.,  Daniel  Rains,  M.D. 

Vinton Sherman  L.  Anthony,  M.D. 

Waterloo Dale  Phelps,  M.D.,  Robert  Sauer,  M.D.,  Robert 

Singer,  M.D.,  Luke  Tan,  M.D.,  Charles  A.  Water- 
bury,  M.D. 


CARE  FOR  YOUR  COUNTRY. 

As  an  Army  Reserve  physician,  you  can  serve 
your  country  and  community  with  just  a small  investment* 
of  your  time.  You  will  broaden  your  professional  expe- 
rience by  working  on  interesting  medical  projects  in  your 
community.  Army  Reserve  service  is  flexible,  so  it  won’t 
interfere  with  your  practice.  You’ll  work  and  consult  with  top 
physicians  during  monthly  Reserve  meetings.  You’ll  also 
attend  funded  continuing  medical  education  programs.  You 
will  all  share  the  bond  of  being  civic-minded  physicians  who 
are  also  commissioned  officers.  One  important  benefit  of  being  an  officer  is 
the  non-contributory  retirement  annuity  you  will  get  when  you  retire  from  the 
Army  Reserve.  To  find  out  more,  simply  call  the  number  below. 

ARMY  RESERVE.  BE  ALL  YOU  CAN  BE. 

Call  Collect:  CPT  John  M.  Bray  — (612)  354-7702/7328 
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COMMENTING 

EDITORIALLY 

MARION  E.  ALBERTS,  M.D. 
SCIENTIFIC  EDITOR 


COLLEGE  COMMENDATION 


"D'ye  think  th'  colledges  has  much  to  do  with  the 
progress  in  the  wurndd?"  asked  Mr.  Hennessy. 

" D'ye  think/'  said  Mr.  Dooley,  tis  th'  mill  that 
makes  th'  water  run?" 

Finley  Peter  Dunne  ("Mr.  Dooley ") 
(1867-1936) 

Colleges  and  Degrees 


f*  I ’is  an  apt  reply,  Mr.  Dooley.  The  colleges 
A and  universities  have  much  to  do  with 
the  progress  of  the  world.  This  issue  of  the 
journal  recognizes  again  the  University  of 
Iowa  College  of  Medicine  as  a driving  force  in 
the  progress  of  our  profession.  True,  it  is  the 
primary  objective  of  the  College  to  educate 
those  who  will  become  the  physicians  of 


tomorrow;  however,  there  are  other  missions. 
Education  of  those  who  have  attained  the  pro- 
fessional degrees  in  an  evermore  complex  are- 
na of  medicine  continues  to  be  a major  under- 
taking. Research  in  the  health  sciences  is  not 
an  overshadowed  endeavor.  Onward  the 
progress  of  the  art  and  science  goes  at  a pace 
that  requires  continuing  attention  by  educators 
and  students  alike.  The  University  of  Iowa 
masters  that  mission  in  good  and  true  form 
and  tradition. 

The  journal  is  indebted  to  the  faculty  of  the 
College  for  submission  of  many  erudite  manu- 
scripts. It  is  unfortunate  that  all  cannot  be  pub- 
lished and  that  ofttimes  considerable  delay  en- 
sues between  acceptance  and  publication. 

It  is  often  a difficult  task  to  reject  a fine 
manuscript.  Sometimes  the  length  is  not  in 
keeping  with  limitations  imposed  by  econom- 
ics and  presumed  reader  interest. 

We  are  also  indebted  to  the  members  of  the 
faculty  who  devote  untold  hours  in  the  busi- 
ness of  the  Iowa  Medical  Society.  Academic 
physicians  have  as  much  at  stake  in  our  Society 
as  the  practicing  physicians  in  the  villages  and 
cities  throughout  Iowa. 

The  continuing  education  programs  of  the 
College  maintain  a momentum  that  must  be 
hailed  as  excellent.  We  are  grateful  for  the 
liaison  with  Dr.  Richard  Caplan.  His  efforts  in 
the  overall  program  are  excellent,  including  his 
contributions  to  the  journal. 

We  hope  our  readers  feel  a closer  kinship  to 
the  College  of  Medicine  through  this  issue. 
Yes,  Mr.  Hennessy,  we  agree  that  the  colleges 
do  have  much  to  do  with  the  progress  of  the 
world.  — M.E.A. 


PROPER  EMERGENCY  CARE 

Physicians  must  help  educate  farm  workers 
as  to  the  proper  emergency  measures  to  follow 
when  agricultural  accidents  occur.  At  this  time 
of  the  year  accidents  involving  fertilizers  and 
herbicides  are  one  of  our  main  concerns. 

Water  is  the  best  solution  for  emergency 
treatment  of  ammonia  burns.  An  adequate 
supply  of  fresh  clear  water  should  be  kept 
available  for  immediate  use  wherever  ammo- 
nia solutions  are  stored  or  used.  Time  is  impor- 
tant. Water  should  be  freely  washed  over  any 
affected  areas.  If  the  burns  are  extensive  and  a 


water  tank  is  available  immersion  of  the  body 
is  indicated.  Flushing  and  irrigation  should 
continue  for  at  least  15  minutes.  Contaminated 
clothing  must  be  removed  because  of  the  freez- 
ing action  of  anhydrous  ammonia.  The  patient 
should  be  kept  warm.  No  salves,  oils,  or  oint- 
ments should  be  applied. 

The  prior  use  of  these  measures  will  be  of 
great  benefit  when  the  physician  assumes  the 
total  care  of  the  patient.  Specific  care  can  then 
proceed  to  prevent  or  treat  shock,  eye  damage, 
pulmonary  edema,  and  corrosive  effects  upon 
the  mucous  membranes  of  the  respiratory  tract 
and  the  esophagus.  — M.E.A. 


154  / Journal  of  Iowa  Medical  Society 


TERSTATE  80  RUNS  EAST-WEST 
'PROXIMATELY  ONE  (1)  MILE 
)RTH  OF  THE  HEALTH  CENTER 
kMPUS  IT  IS  RECOMMENDED 
IAT  INTERSTATE  80  TRAFFIC 
OM  EITHER  DIRECTION  EXIT  AT 
IT  242  CORALVILLE 


EROM  INTERSTATE  *0 
EXITS  2*0  HIGHWAY  21* 
*NO  CORALVILLE 


W 


Clinical  Services  Directory 

The  University  of  Iowa  Health  Center 


In  keeping  with  its  long  history  of  service  to 
Iowans  of  all  ages  and  stages  of  development,  The 
University  of  Iowa  offers  a number  of  specialized 
services  through  its  health  resources.  In  some  in- 
stances, these  are  the  only  such  services  available  in 
the  state.  In  addition  to  their  direct  benefit  to 
Iowans,  these  services  are  essential  to  the  education 
of  students  in  many  disciplines  and  to  the  con- 
tinuing education  of  practicing  professionals 
throughout  the  state.  And  beyond  these  vital  func- 
tions is  the  stimulation  of  new  knowledge  through 
research,  which  is  integral  to  the  total  program. 


This  Clinical  Services  Directory  at  the  University 
is  an  updated  version  of  the  one  published  in  the 
University  issue  of  the  journal  of  the  iowa 
medical  Society  in  April,  1979,  in  cooperation 
with  the  Health  Center.  Following  this  distribution 
to  physician  members  of  the  Iowa  Medical  Society, 
the  Directory  will  be  made  available  to  other  profes- 
sionals in  the  state.  Physicians  who  would  like  addi- 
tional copies  of  the  Directory  may  write  to  Health 
Center  Information,  283  Medical  Laboratories 
Building,  Iowa  City,  Iowa  52242.  The  map  above 
shows  the  U.  of  I.  health  complex. 


University  of  Iowa 
Hospitals  and  Clinics 

University  of  Iowa  Hospitals  and  Clinics  is 
the  largest  of  the  nation's  university- 
owned  teaching  hospitals.  As  such,  it  operates 
in  support  of  community  physicians  and  hos- 
pitals statewide  as  Iowa's  comprehensive  terti- 
ary care  center.  In  this  capacity  it  offers  special- 
ized diagnostic  and  therapeutic  services  to  all 
Iowans  and  residents  of  adjacent  states. 

The  programs  and  staff  of  University  Hos- 
pital School,  Oakdale  Hospital  and  Psychiatric 
Hospital  are  integrated  administratively  with 
the  University  Hospitals  to  comprise  a single 
hospital  system.  The  Hospital  is  organized  into 
16  clinical  services  with  75  distinct  medical  sub- 
specialties. The  clinical  services  include  anes- 
thesia, hospital  dentistry,  dermatology,  family 
practice,  internal  medicine,  neurology, 
psychiatry,  obstetrics  and  gynecology, 
ophthalmology,  orthopaedics,  otolaryngolo- 
gy, pathology,  pediatrics,  radiology,  surgery, 
and  urology.  The  Hospital  and  its  clinical  pro- 
grams are  fully  approved  by  all  state  and 
national  accrediting  bodies. 


PATIENT  APPOINTMENTS 


TELEPHONE  REQUESTS 

Between  8 a.m.  and  5 p.m.  Monday-Friday, 
patient  admissions  or  clinic  appointments  may 
be  completed  expeditiously  by  direct-dialing 
the  clinical  services  appointment  scheduling 
centers  listed  below.  Night  and  weekend  re- 
quests for  urgent  patient  appointments  may  be 
directed  to  the  Emergency  Admissions  Unit  at 
telephone  number  319-356-2683. 


CLINICAL  SERVICE  APPOINTMENT 
SCHEDULING  (Area  Code  319) 


Allergy 

Adult  356-2927 

Pediatric 356-1828 

Dermatology  ....  356-2274 
Hospital  Dentistry  356-2205 
Internal  Medicine 
(and  all  Medical 
Subspecialties) 

Outpatient  ....  356-2927 

Inpatient 356-3408 

Neurology  356-2571 


Obstetrics  & 

Gynecology  . . . 356-2294 

Ophthalmology  . . . 356-2852 

Orthopaedics  ....  356-2223 

Otolaryngology  & 

Maxillofacial 

Surgery  356-2201 

Pediatrics  356-2229 

Psychiatry 

Adult  353-5422 

Child  353-4980 


Radiology 

Diagnostic  ....  356-3350 

Nuclear  356-1911 

Radiation 

Therapy  ....  356-2253 
Rheumatology  ....  356-2927 


Surgery 

General  356-2902 

Neurosurgery  . . 356-2237 
Thoracic  & Car- 
diovascular . . 356-2271 
Urology  356-2421 


(For  numbers  not  otherwise  listed,  dial  356-161 6,  Area  Code  319) 

Individual  direct-dial  telephone  numbers  for 
University  Hospitals'  clinical  staff  are  con- 
tained in  the  Physician's  Desk  Reference  Guide 
distributed  annually  to  Iowa  physicians  and 
dentists. 


WRITTEN  REQUESTS 

The  University  Hospitals  supplies  copies  of 
a Universal  Patient  Referral  Form  to  community 
physician  offices  for  convenience  in  securing 
clinic  appointments  by  mail.  Written  requests 
for  patient  appointments  should  be  addressed 
to  the  Director,  Admissions  Department,  The 
University  of  Iowa  Hospitals  and  Clinics,  Iowa 
City,  Iowa  52242. 


CLINICAL  DATA  ON  REFERRED  PATIENTS 

Clinical  laboratory  results.  X-rays,  EKG  trac- 
ings, and  other  clinical  findings  of  value  in  our 
care  of  your  patient  should  be  sent  with  the 
patient  when  he/she  comes  to  University  Hos- 
pitals for  an  appointment  or  admission. 

Histopathology  tissue  slides  should  be  sent 
to  the  Department  of  Pathology  along  with  a 
copy  of  the  referring  pathologist's  report.  Also 
indicate  the  clinical  service  or  staff  physician  to 
whom  the  patient  has  been  referred  and 
whether  or  not  the  slides  may  be  permanently 
retained.  Telephone  inquiries  may  be  directed 
to  the  Department  of  Pathology  at  319-356- 
2906. 

PATIENT  TRANSPORTATION 

To  make  University  Hospitals  services  avail- 
able to  patients  statewide,  a transportation  ser- 
vice with  15  specially-designed  vehicles  is 
available  to  move  the  patient  from  his  home  to 
the  Hospital  and  return.  This  service  may  be 
arranged  by  the  community  physician  when 
the  patient's  appointment  is  requested. 


EMERGENCY  TRANSPORTATION 
AIR-CARE  EMERGENCY  HELICOPTER 

To  request  Air-Care,  telephone  (toll  free)  1- 
800-272-6440,  in  Iowa.  In  neighboring  states, 
dial  (toll  free)  1-800-553-6292.  In  the  Iowa  City 


area,  dial  353-6440.  The  jet-powered  aircraft 
staffed  with  a critical  care  nurse  (and  a special- 
ized physician  if  needed)  can  be  airborne  with- 
in 5 minutes  after  a call  is  received.  The  heli- 
copter is  equipped  with  oxygen  and  suction,  a 
portable  defibrillator  with  heart  monitoring, 
emergency  drugs,  airlift  stretchers,  and  other 
accommodations  for  the  in-flight  care  of  adult 
and  pediatric  emergency  patients. 

MOBILE  CRITICAL  CARE  UNIT 

To  request  this  unit,  telephone  1-800-272- 
6440,  in  Iowa.  Outside  Iowa,  dial  1-800-553- 
6292.  In  the  Iowa  City  area,  dial  353-6440.  The 
Mobile  Critical  Care  Unit  is  a 26-foot  long  van 
which  duplicates  the  environment  and  tech- 
nology within  hospital  intensive  care  units. 

FIXED  WING  AIRCRAFT 

Request  this  service  by  telephoning  1-800- 
272-6440,  in  Iowa.  In  surrounding  states,  dial 
1-800-553-6292.  Twin-engine  air  ambulances 
are  available  at  the  Iowa  City  airport  to  provide 
patient  transportation.  Upon  arrival  at  the 
Iowa  City  airport,  patients  are  transferred  to 
University  Hospitals  via  the  Mobile  Critical 
Care  Unit. 

NEONATAL  TRANSPORT  SERVICE 

Physicians  or  hospitals  referring  critically  ill 
infants  may  arrange  for  transportation  through 
the  Pediatrics  Department  by  telephoning  319- 
356-1616. 

NEONATAL  CONSULTATIONS 

Neonatal  consultations  may  be  obtained  by 
telephoning  319-356-1635. 

POISON  CONTROL  CENTER 

Rapid  and  accurate  information  for  poison- 
ing emergencies  is  available  24  hours  per  day 
by  telephoning  1-800-272-6477  (toll-free)  or  in 
the  Iowa  City-Coralville  area  by  dialing  319- 
356-2922. 

FINANCIAL  ARRANGEMENTS 

The  University  of  Iowa  Hospitals  and  Clinics 
and  its  clinical  staff  are  organized  to  provide  a 
single  standard  of  care  to  all  patients,  regard- 
less of  a patient's  financial  status.  Based  upon 
the  recommendation  of  the  referring  physician 
or  dentist,  patients  are  assessed  "full"  or  "par- 
tial" fees  within  one  of  three  financial  designa- 
tions. 


PRIVATE  PAY 

Patients  assigned  to  this  category  are  re- 
sponsible for  paying  professional  fees  in 
accord  with  arrangements  made  between  the 
patient  and  attending  staff  physicians  and  den- 
tists. Such  patients  are  also  fully  responsible 
for  payment  of  hospital  charges.  Most  patients 
in  this  category  participate  in  some  form  of 
private  or  governmental  health  insurance  plan 
and  should  present  their  insurance  enrollment 
identification  at  some  time  during  their  hospi- 
talization. 

CLINICAL  PAY 

Patients  of  limited  financial  means  (those 
who  do  not  pay  full  professional  fees  to  com- 
munity physicians  and  dentists)  may  be  re- 
ferred under  this  category  upon  mutual  agree- 
ment of  the  referring  physician  or  dentist  and 
University  Hospitals'  clinical  staff  physician  or 
dentist.  Patients  so  designated  are  responsible 
for  all  hospital  charges,  but  inpatient  profes- 
sional fees  beyond  insurance  coverage  are 
waived. 

STATE  PAY 

Residents  of  Iowa  may  be  referred  for  care  in 
this  category  after  county  authorities  have 
issued  a certification  authorizing  complete 
hospital  and  professional  care,  beyond  insur- 
ance coverage,  at  state  expense.  Requests  for 
care  under  this  designation  should  be  directed 
to  the  director  of  social  services  in  the  patient's 
home  county. 


University  Hospital  School 

The  University  Hospital  School  serves  as  a 
statewide  resource  for  handicapped  children 
and  young  adults.  The  programs  of  the  facility 
provide  a wide  variety  of  direct  and  indirect 
services  to  disabled  persons,  including  close 
cooperation  and  assistance  to  local  service 
programs  that  are  involved  with  care  and  man- 
agement of  infants,  children,  and  young  adults 
with  developmental  disabilities,  including 
chronic  health  impairments. 

Direct  clinical  services  in  the  facility  are  pro- 
vided by  staff  of  the  Division  of  Developmental 
Disabilities,  Department  of  Pediatrics.  The  in- 
terdisciplinary staff  that  provide  these  services 
are  from  11  professions:  dentistry,  education, 
occupational  therapy,  physical  therapy,  psy- 
chology, medicine,  nutrition,  nursing,  rec- 


reation,  social  services,  and  speech-language 
pathology/audiology.  These  services  are  orga- 
nized so  that  members  of  these  professions 
have  direct  contact,  as  needed,  with  each  pa- 
tient. Consultations  are  arranged  with  all  other 
clinical  departments  of  the  University  of  Iowa 
Hospitals  and  Clinics  where  appropriate. 
These  tertiary  level  services  are  designed  to 
assist  physicians,  educators,  and  other  com- 
munity-based personnel  with  local  care  and 
management.  Therefore,  an  integral  part  of 
these  services  is  close  communication  with 
community  health,  educational,  and  habilita- 
tive  services. 

OUTPATIENT  SERVICES 

Outpatient  services  provide  comprehensive 
evaluations  and  follow-up  of  infants,  children, 
and  young  adults  who  have  problems  and/or 
disabilities  that  affect  their  development. 
Assisting  families  to  understand  and  manage 
these  problems  is  an  integral  part  of  these  ser- 
vices, as  is  augmenting  services  that  may  be 
provided  in  the  local  community.  Information 
is  routinely  obtained  from  parents,  local  physi- 
cians and/or  dentists,  school  personnel,  social 
service,  and  other  appropriate  agencies  prior 
to  the  evaluations. 

Each  evaluation  is  concluded  with  a meeting 
of  the  staff  who  have  seen  the  child  and/or 
interviewed  family  members.  Professional  per- 
sons who  are  providing  services  to  the  child  in 
the  local  community  are  encouraged  to  attend 
and  participate  in  these  discussions.  Recom- 
mendations are  formulated  and  are  communi- 
cated to  the  child,  where  appropriate,  to  par- 
ents, and  to  community-based  service  provid- 
ers. These  recommendations  may  require  a fol- 
low-up evaluation.  A detailed  report  is  sent  to 
all  appropriate  professional  persons  and  agen- 
cies. 

SPECIAL  OUTPATIENT  CLINICS 

These  outpatient  services  include  a number 
of  special  clinics  in  which  specially  trained  and 
experienced  staff  are  assigned  to  serve  a par- 
ticular problem  and/or  disability. 

The  Child  Development  Clinic  provides  inter- 
disciplinary evaluations  of  developmental, 
learning,  and  behavioral  problems  in  children. 
This  Clinic  will  complete  a comprehensive 
study  of  any  child  who  has  problems  in  the 
following  areas:  (1)  development,  (2)  speech 
and  language,  (3)  poor  school  performance 


and  learning  disability,  (4)  hyperactivity,  (5) 
mild  behavior  problems,  (6)  psychological 
problems  associated  with  medical  conditions, 
(7)  developmental  problems  associated  with 
socially  dysfunctional  families,  including  child 
abuse  and  neglect. 

The  Meningomyelocele  Clinic  is  specially  orga- 
nized to  include  consultations  by  urologists 
and  orthopedists,  for  services  to  infants,  chil- 
dren, and  young  adults  with  spina  bifida. 

Children  with  genetic/metabolic  conditions 
including  phenylketonuria,  galactosemia,  and 
fetal  alcohol  syndrome  are  seen  in  the  Genetic 
and  Metabolic  Disorders  Clinic;  diet  therapy  and 
academic  progress  will  be  monitored  for  chil- 
dren with  these  conditions  where  appropriate. 

The  Infant  and  Young  Child  Clinic  provides 
evaluations  and  follow-up  services  for  infants 
and  young  children  who  are  suspected  or  iden- 
tified as  having  any  type  of  developmental  dis- 
ability that  is  not  appropriate  for  the  other  spe- 
cial clinics. 

Children  and  young  adults  who  are  chron- 
ically obese  may  be  seen  in  the  Weight  Manage- 
ment Clinic  where  weight  reduction  programs 
(including  exercise  and  nutritional  manage- 
ment) and  family  counseling  are  provided. 

The  Child  and  Young  Adult  Clinic  provides 
service  for  the  variety  of  developmental  disa- 
bilities, including  cerebral  palsy,  congenital 
abnormalities,  and  mental  retardation,  that 
may  be  referred. 

ELIGIBILITY  AND  REFERRALS 

All  infants,  children,  and  young  adults,  and 
their  families  are  eligible  for  these  services. 
Referrals  are  accepted  from  physicians,  school 
personnel,  community  service  agencies,  par- 
ents, or  young  adult  patients. 

Requests  for  appointments  in  one  of  the  out- 
patient clinics  may  be  made  by  writing  to  the 
Coordinator,  Outpatient  Unit,  University  Hos- 
pital, Iowa  City,  Iowa  52242.  Appointments 
also  may  be  made,  or  further  information  may 
be  obtained,  by  telephone  calls  to  that  Coordi- 
nator (319/353-7021)  or  calling  the  following 
numbers:  Child  Development  Clinic  (319/353- 
4825);  Meningomyelocele  Clinic  (319/353-7054 
or  319/353-5978);  Genetic  and  Metabolic  Dis- 
orders Clinic  (319/353-4825);  Infant  and  Young 
Child  Clinic  (319/353-4605);  Weight  Manage- 
ment Clinic  (319/353-7054  or  319/353-6915); 
Child  and  Young  Adult  Clinic  (319/353-7021). 


INPATIENT  SERVICES 

Infants,  children,  and  young  adults  may  be 
admitted  to  the  Inpatient  Unit  on  recom- 
mendation from  one  of  the  outpatient  services. 
Admissions  are  for  relatively  specific  goals  that 
can  best  be  accomplished  by  the  interdiscipli- 
nary staff  on  an  inpatient  basis  (e.g.,  intensive 
monitoring  of  medication  for  a child  with  se- 
vere diabetes;  design  and  construction  of  an 
adaptation  of  a wheelchair  or  other  assistive 
device  for  a physically  handicapped  child;  a 
comprehensive  vocational  education  assess- 
ment for  disabled  young  adults  and  intensive 
educational  evaluations;  and  prolonged  dental 
procedures  where  dental  and  medical  surveil- 
lance is  desirable).  The  staff  coordinates  educa- 
tional services  with  the  local  school  system  to 
maintain  continuity  of  school  services  while 
the  child  is  in  this  Unit. 

The  Inpatient  Unit  has  a 30-bed  capacity. 
Admissions  average  25-30  days  and  are  seldom 
longer  than  60  days. 


Specialized  Child 
Health  Services 

The  Iowa  Specialized  Child  Health  Services 
(SCHS)  is  a statewide  care  system  that  pro- 
vides specialized  diagnostic,  treatment  and  fol- 
low-up services  required  by  handicapped  Iowa 
children.  It  is  a state  agency  administered  as  an 
outreach  service  of  The  University  of  Iowa 
Hospitals  and  Clinics. 

Most  young  people  referred  to  SCHS  have 
difficult  health  problems  that  require  special- 
ists and  a special  program  of  care.  SCHS  clinics 
are  held  throughout  the  year  at  about  21  loca- 
tions across  the  state  to  provide  these  Iowa 
children  with  the  consultative  support  of  high- 
ly skilled  persons  from  The  University  of  Iowa. 

SERVICES 

The  agency  provides  diagnostic  evaluation 
in  clinics  for  persons  under  the  age  of  19  who 
have  chronic  diseases,  physically  handicap- 
ping conditions,  speech  and  hearing  prob- 
lems, emotional  problems,  behavior  disorders 
or  learning  difficulties.  Pediatric  clinics  are  held 
for  persons  with  chronic  or  congenital  health 
problems  not  covered  in  specialty  clinics.  Car- 
diac clinics  assist  those  who  have  had  rheumatic 
fever,  congenital  heart  disease  or  heart  prob- 
lems. Ear , nose  and  throat  clinics  and  orthopaedic 


clinics  aid  persons  with  these  problems.  Special 
clinics  serve  cystic  fibrosis  and  muscle  dis- 
orders. Developmental  clinics  serve  children 
with  complex  educational/behavioral/health 
problems. 

Staff  who  travel  throughout  the  state  with 
the  mobile  clinics  to  conduct  the  examinations 
are  Health  Center  specialists  in  pediatrics, 
orthopaedic  surgery,  otolaryngology,  speech 
pathology,  audiology,  clinical  and  educational 
psychology  and  physical  therapy.  Clinic  ser- 
vices include  necessary  x-ray  examinations 
and  laboratory  tests. 

A report  of  the  clinic  examination  is  mailed, 
with  parental  consent,  to  the  family,  the  physi- 
cian and  other  persons  involved  in  the  child's 
plan  of  care.  The  child  remains  in  the  care  of 
the  community  physician  with  whom  the  fami- 
ly is  encouraged  to  discuss  the  clinical  findings 
and  recommendations.  Patient  management 
follow-up  services  are  provided  to  assist  fami- 
lies in  obtaining  the  recommended  care. 

ELIGIBILITY  AND  COST 

Services  are  primarily  directed  toward  the 
needy  or  medically  indigent.  The  eligibility  re- 
quirement is  a person  under  age  19  with  a 
known  or  suspected  handicapping  condition. 
Services  are  provided  on  a non-discriminatory 
basis  at  clinics.  Charges  are  billed  to  third  party 
payors  but  families  are  not  billed  directly. 

REFERRALS 

Children  may  be  referred  by  physicians  or 
other  persons  in  the  community  who  are  in- 
volved with  child  care.  Referral  forms  should 
be  mailed  to  Medical  Records  Center,  Iowa 
Specialized  Child  Health  Services,  University 
Hospital  School,  University  of  Iowa,  Iowa 
Iowa  City,  Iowa  52242.  A supply  of  forms  may 
be  obtained  at  the  same  address. 

FURTHER  INFORMATION 

For  information  or  questions  regarding  pa- 
tient services,  telephone:  (319)  353-5428. 

Veterans  Administration 
Medical  Center 

The  Iowa  City  Veterans  Administration 
Medical  Center  opened  in  March,  1952.  It  is 
located  on  a 12-acre  tract  of  land  adjacent  to 
The  University  of  Iowa  College  of  Medicine 
and  the  University  Hospitals  complex.  It  is 


closely  affiliated  with  each  of  the  University's 
health  science  colleges. 

ELIGIBILITY 

Hospitalization:  Any  veteran  released  or  dis- 
charged from  military  service  under  conditions 
other  than  dishonorable  may  be  provided  hos- 
pitalization if  he  or  she  states  under  oath  that 
he  or  she  is  unable  to  defray  the  cost  of  neces- 
sary hospital  care  elsewhere.  The  “ability  to 
pay"  statement  is  not  required  for  veterans 
who  have  service-connected  disabilities,  who 
are  65  years  or  older,  or  who  are  in  receipt  of  a 
VA  pension. 

Pre-hospital  and  Post-hospital  Care:  Certain 
outpatient  medical  services  may  be  provided  to 
prepare  a veteran  for  hospital  care  and  to  com- 
plete treatment  of  a veteran  who  has  been  fur- 
nished hospital  care. 

REFERRAL 

Veterans  who  report  to  the  hospital  are  ex- 
amined to  determine  their  health  care  needs. 
This  process  will  be  facilitated  if  the  veteran's 
physician  telephones  or  writes  the  admitting 
physician  at  the  VA  Medical  Center  and  gives 
the  pertinent  medical  information.  A copy  of 
military  discharge  papers  is  needed. 

COST 

There  is  no  charge  to  eligible  veterans. 

FURTHER  INFORMATION 

Write  to:  Chief,  Medical  Administration  Ser- 
vice (136),  Veterans  Administration  Medical 
Center,  Highway  6 West,  Iowa  City,  IA  52240. 
Telephone:  (319)  338-0581,  Extension  241. 

Speech  and 
Hearing  Clinic 

Services  of  the  clinic  are  of  three  types:  (1) 
outclinic  evaluation  and  consultation  services 
for  children  and  adults  with  speech,  language 
and/or  hearing  problems;  (2)  dayclinic  habilita- 
tion  or  rehabilitation  service  programs  for  such 
children  and  adults;  and  (3)  a summer  residen- 
tial program  for  children  with  speech,  lan- 
guage, hearing  and/or  reading  problems. 

OUTCLINIC  AND  DAYCLINIC  PROGRAMS 

Outclinic  evaluation  and  consultation  ser- 
vices may  be  obtained  for  any  type  of  com- 


munication problem.  In  addition  to  speech 
pathologists  and  audiologists,  the  staff  in- 
cludes a psychologist.  Evaluations  and  con- 
sultations with  physicians  and  persons  of 
other  health  care  professions  are  arranged  in 
certain  specialty  areas,  such  as  voice  disorders 
and  neuromotor  based  speech  disorders.  This 
service  is  designed  to  determine  the  nature  of 
the  communication  problem  and  to  provide 
management  recommendations. 

Dayclinic  therapy  programs  usually  can  be 
arranged  if  the  child  or  adult  who  has  the  prob- 
lem can  come  to  the  clinic  on  a regularly  sched- 
uled basis.  An  outclinic  evaluation  is  usually 
required  prior  to  scheduling  this  service  and 
the  person  may  be  scheduled  to  be  seen  for  a 
number  of  hours  daily  or  on  a less  frequent 
basis. 

DATES 

These  services  are  available  from  mid- 
September  through  mid-December  and  mid- 
January  through  mid-May.  Outclinic  services 
are  also  available  through  June  and  July. 

ELIGIBILITY  AND  REFERRALS 

All  children  and  adults  are  eligible  for  these 
outclinic  and  dayclinic  services.  Referrals  are 
accepted  from  any  source,  including  self- 
referrals. 

COSTS 

Fees  are  charged  for  services  given.  Payment 
may  be  reduced  or  waived  for  individuals  un- 
able to  pay  the  regular  fees.  Upon  request  for  a 
reduction  or  waiver  of  fees,  a determination  of 
what  is  to  be  paid  will  be  made  following 
appropriate  review  of  the  circumstances. 

SUMMER  RESIDENTIAL  PROGRAM 

In  conjunction  with  the  University's  Read- 
ing Clinic,  a 6-week  residential  program  for 
some  50  to  60  children  is  conducted  each  sum- 
mer. Speech,  language  and/or  aural  rehabilita- 
tion work  is  designed  to  meet  the  needs  of  each 
child.  Typically,  a child  is  scheduled  for  2 or  3 
daily  individual  periods  as  well  as  one  or  more 
periods  of  group  remediation.  Children  who 
need  assistance  only  with  reading  are  routinely 
given  an  hour  of  individual  assistance  daily  on 
these  skills.  Group  instruction  in  social  stud- 
ies, science,  and  mathematics,  by  listening  and 
doing  rather  than  by  reading,  is  also  provided 
daily.  For  children  who  need  help  with  both 


their  oral  communication  and  reading  skills, 
combined  programs  can  be  arranged  according 
to  individual  needs. 

Children  live  in  a University  dormitory 
throughout  this  6-week  period.  Meals  are 
served  in  a dormitory  cafeteria.  A staff  of  child 
care  workers  live  with  the  children.  The  chil- 
dren's nonclinic  activities,  including  a rec- 
reational program,  are  supervised  by  a staff 
psychologist,  and  medical  care  is  provided  by 
the  Child  Health  Clinic  of  the  University  Hos- 
pitals and  Clinics. 

DATES 

The  program  usually  begins  the  second 
week  in  June  and  ends  after  the  third  week  in 
July. 

ELIGIBILITY  AND  REFERRALS 

Outclinic  evaluations  are  usually  required 
before  April  1 for  children  to  be  considered  for 
enrollment  in  the  program  for  the  subsequent 
summer.  Referrals  from  any  source  are  ac- 
cepted. 

For  speech-language  work  and/or  aural  rehabilita- 
tion, children  must  be  between  8 and  16  years 
of  age.  Also  they  must  be  judged  (a)  able  to 
profit  from  intensive  therapy,  (b)  sufficiently 
motivated  to  cooperate  in  the  program,  and  (c) 
sufficiently  mature  to  adjust  to  being  away 
from  home.  Children  with  any  type  of  speech, 
language  and/or  hearing  problem  are  consid- 
ered for  admission  to  the  program,  irrespective 
of  the  cause  of  the  problem.  Children  will  not 
be  accepted  if  their  prime  need  for  a residential 
program  is  due  to  maladjustment,  mental  re- 
tardation, or  other  psychological  or  social 
problems. 

For  the  reading  clinic  program,  students  must 
be  between  8 and  10  years  of  age.  They  must  be 
of  at  least  average  intelligence  and  listening 
ability.  Their  reading  skills  must  be  so  deficient 
as  to  require  individual  teaching.  They  also 
must  be  able  to  profit  from  the  opportunity  to 
participate  in  a classroom  where  no  reading  or 
writing  ability  is  required,  and  they  must  be 
sufficiently  mature  to  adjust  to  being  away 
from  home. 

COSTS 

At  the  publication  of  this  Directory,  total 
charges  to  families  for  this  program  are  about 
$460.  A staff  member  is  available  to  work  with 
families  and  statewide  or  local  agencies  if 
financial  assistance  is  needed. 


FURTHER  INFORMATION 

Inquiries  regarding  services  or  requests  for 
appointments  should  be  addressed  to:  Direc- 
tor, Speech  and  Hearing  Clinic,  Wendell  John- 
son Speech  and  Hearing  Center,  Iowa  City, 
Iowa  52242.  Telephone:  (319)  353-5463.  For  a 
child  to  be  considered  for  a reading  problem  only 
in  the  Summer  Residential  Program,  inquiries 
can  be  directed  to:  Co-Directors,  James  B. 
Stroud  Educational  Services  Center,  N326 
Lindquist  Center,  Iowa  City,  Iowa  52242.  Tele- 
phone: (319)  353-6597. 

Stroud  Educational 
Services  Center 

Through  coordinated  activities  within  the 
research  and  training  mission  of  the  College  of 
Education,  multidisciplinary  services  are  avail- 
able for  clients  who  have  questions  about  the 
cognitive,  affective,  educational,  and  vocation- 
al aspects  of  their  lives.  In  addition,  consulta- 
tion resources  are  being  developed  for  orga- 
nizations concerned  with  educational  pro- 
gramming, with  personnel  selection  and  train- 
ing, and  with  improving  the  work  environ- 
ment. 

SERVICES 

Assessment,  short-term  intervention  and/or 
referral  for  more  intensive  or  long-term  in- 
tervention, and  systematic  follow-up  are 
offered  as  direct  services  to  individuals  of  all 
ages.  Indirect  services  include  consultation 
with  schools,  area  education  agencies  (AEA), 
health  settings,  business  organizations,  com- 
munity agencies,  and  other  services,  as  well  as 
inservice  development  and  research. 

Assessment  Service:  Clients  are  accepted  for 
educational/psychological  diagnosis  by 
appointment  with  the  Center.  Upon  request, 
application  forms  will  be  mailed  to  the  client, 
parents,  or  teacher. 

COST 

The  assessment  fee  for  educational/psycho- 
logical evaluation  is  $40,  payable  on  the  day  of 
examination.  For  tutoring  and/or  counseling 
the  fee  is  $15/week. 

FURTHER  INFORMATION 

Write  to:  Co-Directors,  James  B.  Stroud  Edu- 
cational Services  Center,  N326  Lindquist  Cen- 
ter, Iowa  City,  Iowa  52242.  Telephone:  (319) 
353-6597. 


Children's  Reading  Clinic 

The  primary  purpose  of  the  Reading  Clinic  is 
to  provide  professional  preparation  for 
teachers  of  reading,  reading  supervisors  and 
consultants,  and  school  psychologists.  In 
accomplishing  this  purpose,  the  Clinic  gives 
specialized  and  individualized  teaching  to  a 
limited  number  of  children  during  the  summer 
session  in  cooperation  with  the  Wendell  John- 
son Speech  and  Hearing  Clinic. 

SERVICES 

(1)  Administering  diagnostic  reading  tests 
and  suggesting  remedial  procedures  for  chil- 
dren referred  by  parents,  school  departments, 
and  other  agencies.  (2)  Teaching  children  who 
are  retarded  in  reading. 

The  Testing  Service:  Children  are  accepted  for 
reading  diagnosis  by  appointment  with  the 
James  B.  Stroud  Educational  Services  Center. 
Upon  request,  application  forms  will  be  mailed 
to  the  parents  or  teacher.  An  appointment  date 
will  be  assigned  upon  receipt  of  the  completed 
forms.  If  the  child  is  coming  to  the  University 
for  treatment  or  examination  in  some  other 
clinic,  it  is  usually  possible  to  make  the 
appointment  for  the  same  day  if  the  Stroud 
Center  is  notified  sufficiently  in  advance.  Only 


a limited  amount  of  testing  service  is  available. 
In  the  Center,  diagnostic  tests  are  adminis- 
tered to  the  child.  The  results  of  the  tests  are 
analyzed  and  reported  to  the  parents  and 
teacher. 

COST 

The  testing  service  fee  is  $40,  payable  on  the 
day  of  examination. 

Remedial  Teaching  in  the  Reading  Clinic:  Chil- 
dren are  enrolled  in  the  Clinic  during  the  sum- 
mer session  only  and  are  selected  on  the  basis 
of  tests  administered  in  the  Speech  and  Hear- 
ing Clinic.  The  general  policy  is  to  accept  only 
children  ages  8 to  10  who  are  average  or  above 
average  in  intelligence,  but  are  seriously  re- 
tarded in  reading. 

COST 

Fees  and  other  details  concerning  the  sum- 
mer residential  program  may  be  found  in  the 
description  of  the  Summer  Speech  and  Hear- 
ing Clinic. 

FURTHER  INFORMATION 

Write  to:  Co-Directors,  James  B.  Stroud  Edu- 
cational Services  Center,  N326  Lindquist  Cen- 
ter, Iowa  City,  Iowa  52242.  Telephone:  (319) 
353-6597. 


College  of  Dentistry 

ELIGIBILITY 

Any  person  may  seek  treatment  for  dental 
problems  at  the  College  of  Dentistry.  Treat- 
ment rendered  in  student  clinics  is  provided  by 
students  and/or  graduate  students  under 
faculty  supervision.  Additional  consultation 
and  dental  services  are  provided  by  the  faculty 
through  participation  in  the  Dental  Service 
Plan. 

ADMISSIONS 

Adult  clinical  patients,  16  years  old  and  old- 
er, will  be  screened  in  the  Admissions  Clinic. 
When  registering,  all  patients  will  be  expected 
to  have  their  social  security  number  available. 
Patients  under  age  16  will  be  examined  in  the 
Pedodontic  Clinic. 

Since  the  student  clinics  are  teaching  clinics, 
the  time  necessary  to  complete  dental  proce- 
dures may  be  somewhat  longer  than  if  the  ser- 
vices were  provided  by  a private  practitioner. 
The  patient's  contribution  in  time  to  the  educa- 
tional program  is  appreciated  and  the  student 


fee  schedule  for  services  has  been  adjusted 
downward  accordingly.  When  a patient  is 
accepted  for  treatment,  every  effort  will  be 
made  to  provide  complete  dental  services. 

COST 

In  the  Admissions  Clinic,  all  patients  receive 
complete  diagnostic  services,  including  x-rays 
and  appropriate  laboratory  tests.  The  fee  for 
this  service  is  currently  $20.  Fees  are  charged 
for  services  rendered  and  are  due  on  the  day 
treatment  is  provided. 

SPECIAL  SERVICES 

A mobile  clinic  serves  residents  of  long  term 
care  facilities  and  county  care  facilities  within  a 
50-mile  radius  of  Iowa  City.  Dental  treatment 
is  provided  with  fixed  and  portable  equipment 
and  includes  complete  diagnostic,  preventive, 
surgical,  restorative  and  prosthetic  services. 

FURTHER  INFORMATION 

Write  or  call:  Associate  Dean  for  Clinical 
Activities  S-316  Dental  Science  Building,  Iowa 
City,  Iowa  52242.  Telephone:  (319)  353-7101. 
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USES  AND  ABUSES 
OF  CIMETIDINE 


Histamine  stimulates  gastric  parietal  cells 
to  secrete  acid,  an  effect  not  antagonized 
by  conventional  antihistamines  which  act  on  a 
subpopulation  of  histamine  receptors  (Hj 
receptors).1  Since  1972,  a series  of  new  antihis- 
tamines with  selective  actions  on  a second  type 
of  histamine  receptors  (H2  receptors)  has  been 
introduced.  H2  receptors  are  found  in  many 
tissues  including  smooth  muscle  cells,  nerve 
cells,  and  T lymphocytes.  Clinically,  the  only 
relevant  effect  of  H2  blocking  agents  is  inhibi- 
tion of  acid  and  intrinsic  factor  secretion  by  the 
parietal  cells.  Both  basal  and  food-stimulated 
acid  secretion  are  inhibited  by  H2  blocking 
agents. 

Currently,  cimetidine  (Tagamet®)  is  the  only 
H2  antagonist  available  in  the  U.S.  Only  a frac- 
tion of  current  cimetidine  use  is  for  FDA- 
approved  indications2:  (1)  a treatment  course 
for  active  duodenal  ulcer  lasting  up  to  8 weeks 
at  a daily  dose  of  1.2  g;  (2)  the  long-term  pre- 
vention of  recurrent  duodenal  ulceration  with 
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a nightly  dose  of  400  mg  of  cimetidine;  (3)  the 
treatment  of  pathological  hypersecretory 
states. 

The  following  is  a reminder  that  cimetidine 
at  best  temporarily  suppresses  peptic  diseases 
and  that  acid  is  only  one  factor  in  mucosal 
inflammation  of  the  esophagus,  stomach,  and 
duodenum.  It  is  also  a plea  to  reserve  cimeti- 
dine for  serious  and  clearly  diagnosed  disease 
and  use  antacids  for  occasional  nondiagnosed 
dyspepsias.  This  purposely  conservative  view 
is  taken  because  misconceptions  about  the 
natural  history  and  the  pathogenesis  of  some 
dyspeptic  syndromes  lead  to  reliance  on  cimet- 
idine where  other  treatment  modes  — or  no 
treatment  — would  be  better. 

DUODENAL  ULCERS:  TREATMENT  AND  PROPHYLAXIS 

In  multiple  controlled  trials,  the  healing  rate 
of  active  duodenal  ulcers  with  cimetidine  was 
of  the  order  of  60  to  90%  as  compared  to  20  to 
50%  with  placebo.3  Doses  of  0.8  to  2.0  grams 
per  day  of  cimetidine  are  equally  effective,  but 
are  not  any  better  than  intensive  antacid  re- 
gimes (30  cc  of  liquid,  high  potency  antacid  1 
and  3 hours  after  meals  and  at  bedtime).  For 
ethical  reasons,  most  studies  of  cimetidine  per- 
mitted antacids  at  the  patient's  discretion. 
There  is  no  justification,  however,  to  place  pa- 
tients on  full  scale  combined  treatment.  This 
adds  to  the  cost,  which  is  of  the  order  of  one 
dollar  per  day  for  either.  Furthermore,  ant- 
acids can  interfere  with  the  bioavailability  of 
cimetidine. 

In  about  one-fourth  of  patients  with  uncom- 
plicated duodenal  ulcers,  active  lesions  persist 
after  6 weeks  of  treatment  with  300  mg  cimeti- 
dine QID.  Patients  with  high  acid  secretion  are 
more  likely  to  be  refractory  to  standard  treat- 
ment schedules  than  those  with  normal  or  low 
acid  secretion.  Also,  once  the  cimetidine  treat- 
ment is  stopped,  the  ulcer  recurrence  rate  is 
not  any  different  than  that  of  untreated  pa- 
tients, that  is,  about  75%  within  a year.  This 
aspect  of  the  natural  history  of  duodenal  ulcers 
was  not  appreciated  before  serial  endoscopic 
evaluations  were  performed  as  part  of  cimeti- 
dine trials.  Ulcer  recurrences  are  often  asymp- 
tomatic and  dyspeptic  symptoms  in  patients 
with  a history  of  ulcers  may  occur  in  the  ab- 
sence of  ulcer  recurrence.  Radiographic  find- 
ings often  do  not  help  to  establish  the  presence 
or  absence  of  recurrences.  The  recurrence  rate 
(Please  turn  to  page  159) 
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Better,  Quicker  Service! 

That’s  Our  Pledge!  As  We 

Assume  Administration  Of  The 
IMS  Statewide  Physicians 
Group  Health  Program. 


Beginning  in  1982,  The  Prouty  Company  is  taking  over  adminis- 
tration of  this  Blue  Cross/Blue  Shield  coverage  for  IMS 
member  physicians. 

If  you  are  not  aware  of  this  program  you  may  be  overlooking  a 
comprehensive,  cost-saving  way  of  providing  health  cover- 
age to  your  family  and  employees. 

The  program  was  expanded  in  1981  to  allow  three  different 
options  — giving  you  several  choices  of  rates,  benefits, 
deductibles,  etc. 

Enrollment  in  the  program  will  be  open  to  member  physicians 
throughout  1982. 

Your  inquiry  to  The  Prouty  Company  is  welcome  and  will  be 
answered  promptly. 


JOHN  A.  RENO  • BERNIE  LOWE,  JR.,  CLU,  RHU  • HOWARD  HOGAN,  CLU 


INSURANCE  ADMINISTRATORS  AND  COUNSELORS 
2600  72nd  Street,  Suite  0 — Des  Moines,  Iowa  50322 
Telephone  515/278-5580  or  Toll  Free  1/800-532-1105 
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of  duodenal  ulcers  can  be  significantly  de- 
creased by  nocturnal  administration  of  400  mg 
cimetidine. 

It  would  be  wise  to  reserve  cimetidine  pri- 
marily for  the  treatment  and  prevention  of 
duodenal  ulcers  in  those  patients  who  will  be 
under  close  medical  supervision.  In  most  of 
the  20  million  or  so  Americans  estimated  to 
suffer  from  peptic  ulcer  disease,  the  clinical 
course  is  so  uneventful  and  symptoms  so  mild 
that  prolonged  cimetidine  prophylaxis  and  se- 
rial endoscopic  checkups  cannot  be  justified.  It 
is  preferable  to  advise  all  patients  who  present 
with  duodenal  ulcers  about  the  avoidance  of 
gastroduodenal  irritants,  the  use  of  antacids  as 
tolerated,  and  postprandial  recumbency 
where  feasible.  Only  if  this  fails  should  cimeti- 
dine be  instituted  and  antacid  intake  curtailed 
after  3 days  or  so  when  symptoms  have  re- 
ceded. If  standard  treatment  with  cimetidine 
(1.2  g daily  for  6 weeks)  fails  to  control  duode- 
nal ulcer  disease,  complications  such  as  gastric 
outlet  obstruction  should  be  excluded.  Poor 
bioavailability  of  the  drug  or  excessive  acid 
secretion  should  also  be  considered,  and  dos- 
age increases  or  addition  of  anticholinergic 
drugs  may  be  needed. 

Long-term  cimetidine  prophylaxis  (e.g.,  400 
mg  HS)  should  be  instituted  in  all  patients 
whose  medical  condition  puts  them  at  particu- 
lar risk  from  any  ulcer  recurrence  and  makes 
them  poor  candidates  for  operative  treatment. 
Many  patients  with  diabetes,  bleeding  dis- 
orders, and  heart,  lung,  kidney,  and  liver  fail- 
ure belong  in  this  group.  Patients  in  good 
general  condition  and  without  serious  peptic 
ulcer  disease  should  be  instructed  in  the  avoid- 
ance of  irritants,  the  use  of  antacids  for  occa- 
sional symptoms,  and  the  need  for  further 
medical  care  only  if  additional  problems  occur. 
Full  consideration  of  operative  treatment 
should  be  given  in  all  patients  suffering  from 
severe  ulcer  disease  before  embarking  on  long- 
term cimetidine  prophylaxis.  Evidence  of 
chronic  or  recurrent  bleeding,  penetration,  or 
frequent  symptoms  despite  optimal  medical 
management  remain  indications  for  operative 
treatment  as  the  efficacy  of  cimetidine  for  com- 
plicated ulcers  has  not  been  established.  Op- 
erative treatment  also  offers  a real  chance  of 
cure  from  peptic  ulcer  disease,  and  trouble- 
some complications  such  as  gastritis,  anemia, 
weight  loss,  diarrhea,  and  pain  are  not  com- 
mon with  modern  types  of  vagotomy.  Howev- 


er, operative  results  have  not  been  subject  to 
the  vigorous  controlled  trials,  including  serial 
endoscopies,  used  in  the  cimetidine  trials. 

Gastric  cancer  is  a late  risk  from  traditional 
gastric  resections.  One  pathogenetic  factor  in 
gastric  stump  cancer  is  the  increased  formation 
of  carcinogens  with  reduction  of  acid  in  the 
gastric  lumen.  This  potential  risk  exists  also 
with  chronic  depression  of  acid  secretion  by 
vagotomy  and  cimetidine  administration. 

HYPERSECRETORY  STATES 

Prior  to  the  availability  of  cimetidine,  the 
only  means  to  control  the  Zollinger-Ellison 
syndrome  was  total  gastrectomy  which  carried 
an  operative  mortality  of  11  to  27% . Cimetidine 
is  effective  in  controlling  symptoms  in  most 
cases  of  this  syndrome,  making  a gastrectomy 
either  unnecessary  or  allowing  it  to  be  delayed 
until  the  patient  is  a better  operative  candidate. 
Many  patients  can  be  controlled  with  standard 
doses  of  cimetidine.  However,  in  some,  larger 
doses  or  combination  with  an  anticholinergic 
drug  may  be  necessary.  Changes  in  dosage 
may  be  needed,  and,  without  continuous  treat- 
ment, relapse  will  occur  with  potentially  se- 
vere consequences.  Cimetidine  has  also  been 
used  to  control  the  gastric  hypersecretory 
states  accompanying  the  short  bowel  syn- 
drome, systemic  mastocytosis,  and  basophilic 
leukemia. 

ANASTOMOTIC  ULCER 

Ulcers  which  occur  after  ulcer  operations  are 
difficult  to  treat.  Two  controlled  studies  have 
shown  that  cimetidine  significantly  improves 
the  healing  rate  of  anastomotic  ulcers.  This  is 
an  important  advance  because  reoperations 
are  difficult  and  have  a high  complication  rate. 
Unfortunately,  the  use  of  cimetidine  in  the  pre- 
vention of  relapse  of  anastomotic  ulcers  has 
not  been  specifically  addressed.  Therefore,  pa- 
tients with  anastomotic  ulcers  should  be  put 
on  long-term  treatment  or  prophylaxis  and 
evaluated  periodically. 

GASTRIC  ULCER 

For  active  gastric  ulcers,  the  benefit  of  cimet- 
idine treatment  seems  marginal.  Cimetidine 
may  have  a role  in  the  prevention  of  recurrence 
of  gastric  ulcers,  however.  Cimetidine  was  su- 
perior to  placebo  in  the  prevention  of  recur- 
rences of  gastric  ulcers  when  used  in  doses  of 
up  to  1.0  gm  per  day.  Whether  smaller  doses 
( Please  turn  to  page  161 ) 
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suffice  and  whether  treatment  has  to  continue 
indefinitely  is  unclear.  The  treatment  of  gastric 
ulcers  in  patients  on  steroidal  and  nonsteroidal 
antiinflammatory  drugs  has  not  been  well 
studied.  In  one  study,  cimetidine  (1.2  gm  per 
day)  plus  intensive  antacids  was  superior  to 
intensive  antacids  alone  in  promoting  the  heal- 
ing of  gastric  ulcers  in  patients  on  a variety  of 
antiinflammatory  agents. 

REFLUX  ESOPHAGITIS,  GASTRITIS,  AND  DUODENITIS 

Clinical  trials  of  cimetidine  in  reflux  esopha- 
gitis have  given  equivocal  results.4  This  is 
understandable  since  gastric  acid  is  only  one 
factor  in  the  etiology  of  esophagitis:  hyper- 
secretion of  acid  per  se  does  not  cause  esopha- 
gitis, and  achlorhydria  does  not  protect  against 
it.  In  most  studies,  cimetidine  significantly 
alleviated  heartburn.  Only  in  a few  studies  was 
there  also  improvement  of  gross  or  microscop- 
ic esophageal  inflammation  even  after  6 to  8 
weeks  of  treatment.  Symptoms  usually  re- 
turned shortly  after  cimetidine  was  stopped, 
and  nothing  suggests  that  cimetidine  prevents 
the  long-term  complications  of  esophagitis.  In 
particular,  cimetidine  does  not  decrease  the 
need  for  recurrent  dilation  of  esophageal  stric- 
tures. Chronic  cimetidine  treatment  of  reflux 
esophagitis  should  be  reserved  for  patients 
with  scleroderma  and  the  like  in  whom 
alternative  treatment  modes  (e.g.,  metoclopra- 
mide,  bethanechol,  fundoplication)  are  con- 
traindicated. 

It  is  not  known  if  acid  plays  an  important 
role  in  the  development  of  gastritis  and  duode- 
nitis. The  development  or  persistence  of  gastri- 
tis and  duodenitis  in  patients  whose  duodenal 
ulcers  healed  on  cimetidine  suggest  that  ci- 
metidine is  not  of  benefit  for  the  treatment  of 
these  conditions. 

PROPHYLAXIS  OF  STRESS  ULCERATION  AND  MANAGEMENT 

OF  ACUTE  UPPER  GASTROINTESTINAL  HEMORRHAGE 

In  two  patient  groups  prone  to  stress  ulcers 
(patients  with  hepatic  failure  and  head  injury), 
cimetidine  was  better  than  placebo  in  prevent- 
ing bleeding  from  acute  gastroduodenal  le- 
sions. There  was  no  comparison  with  antacids 
in  these  studies.  Antacids  virtually  eliminate 
stress  ulcerations  if  used  in  amounts  sufficient 
to  raise  the  gastric  pH  above  3.5.  Cimetidine 
was  equal  to  antacids  in  the  prevention  of 
stress  ulcers  in  one  study  of  burn  patients; 
however,  it  was  shown  to  be  inferior  in 
another  study  on  patients  in  a surgical  inten- 


sive care  unit.  This  occasional  cimetidine  fail- 
ure may  be  related  to  the  fact  that  even  2.4  gm 
of  cimetidine  per  day  will  not  raise  the  gastric 
pH  above  3.5  in  25  percent  of  the  critically  ill.  It 
has  furthermore  been  suggested  that  the  active 
secretory  state  protects  the  gastric  mucosa 
from  injury  and  that  suppression  of  acid  secre- 
tion robs  the  gastric  mucosa  of  this  protection. 
As  with  most  other  indications,  the  current 
popularity  of  cimetidine  in  the  prophylaxis  of 
stress  ulceration  relates  more  to  its  ease  of 
administration  than  to  any  demonstrable  ben- 
efit over  conventional  treatment  modes.  Ci- 
metidine has  not  been  shown  to  be  better  than 
placebo  in  the  management  of  upper  gastroin- 
testinal hemorrhage  in  general,  but  it  is  reason- 
able to  use  cimetidine  in  the  initial  treatment  of 
upper  gastrointestinal  hemorrhage  from  acute 
duodenal  ulceration.  This  should  be  done  with 
the  realization  that  cimetidine  per  se  will  not 
stop  or  prevent  recurrence  of  the  bleeding.  On 
the  other  hand,  cimetidine  has  little  role  in  the 
treatment  of  bleeding  esophageal  varices  or 
upper  gastrointestinal  malignancies. 

MISCELLANEOUS  CONDITIONS 

There  are  several  additional  conditions  in 
which  inhibition  of  gastric  acid  secretion  is 
beneficial.  Gastric  acid  may  inactivate  oral  en- 
zyme replacements  in  pancreatic  insufficiency, 
and  cimetidine  rather  than  oral  sodium  bicar- 
bonate can  be  used  to  prevent  such  inactiva- 
tion. Cimetidine  has  also  been  used  to  prevent 
the  metabolic  alkalosis  which  occurs  with  pro- 
longed nasogastric  suctioning,  and  to  reduce 
the  risk  of  aspiration  of  gastric  contents  in  pa- 
tients who  are  comatose  or  undergoing  anes- 
thesia. 

PHARMACOKINETICS 

Cimetidine  is  well  absorbed  from  the  prox- 
imal small  bowel,5  and  peak  blood  levels  of  1.5 
|xg/ml  occur  60  to  90  minutes  after  ingestion  of 
300  mg  cimetidine.  Since  the  half-life  of  cimeti- 
dine is  about  2 hours,  and  a blood  level  of  0.5 
fxg/ml  is  sufficient  to  reduce  maximal  acid 
secretion  by  half,  effective  levels  are  generally 
maintained  for  about  4 hours  after  the  stan- 
dard oral  dose  of  cimetidine.  The  bioavailabil- 
ity of  the  drug  is  about  70%,  but  cimetidine 
absorption  may  be  decreased  by  concurrent 
administration  of  antacids.  About  70%  of  the 
drug  is  cleared  within  24  hours  by  the  kidneys. 

(Please  turn  to  page  162) 


April  1982  / 161 


(Continued  from  page  161) 

Cimetidine  clearance  is  poor  in  many  elderly 
people  regardless  of  kidney  function.  Because 
of  individual  variations  in  bioavailability  and 
clearance,  therapeutic  blood  levels  of  at  least 
0.5  pg/ml  may  not  occur  in  some  individuals, 
or  blood  levels  may  not  be  adequate  to  sup- 
press basal  or  food-stimulated  acid  secretion. 
These  factors  should  be  considered  in  treat- 
ment failures,  and  blood  levels  or  acid  secre- 
tory responses  should  be  determined  in  such 
patients  two  hours  after  a dose  of  cimetidine. 

Kidney  failure  requires  reduction  of  cimeti- 
dine dosage.6  Table  1 gives  suggestions  of  dos- 
ages according  to  the  creatinine  clearance.  In 
patients  on  dialysis,  cimetidine  should  be 
administered  at  the  end  of  dialysis. 

TABLE  1 

DOSAGE  OF  CIMETIDINE  IN  KIDNEY  FAILURE 


Creatinine  Clearance  Dose  of  Cimetidine 


above  75  ml/min 

full  dose  (1.2  g/d) 

50-75  ml/min 

200  mg  QID 

15-50  ml/min 

200  mg  TID 

below  1 5 ml 

200  mg  BID 

Cimetidine  is  a safe  drug  — up  to  16  g cimeti- 
dine have  been  taken  without  serious  effects. 
Sedation  is  a common  effect  of  conventional 
antihistamines.  Somnolence  and  confusion  re- 
sult occasionally  if  cimetidine  concentrations 
are  high  in  serum  and  cerebrospinal  fluid. 
Very  young  and  very  old  patients  and  patients 
with  kidney  or  liver  failure  are  at  particular 
risk.  Withdrawal  of  the  drug  is  all  that  is 
needed  in  most  instances  but  physostigmine 
seems  to  be  an  effective  antidote. 

Gynecomastia  and  galactorrhea  occur  with 
cimetidine.  The  effects  of  cimetidine  on  fertility 
are  not  known,  but  cimetidine  has  been  in- 
criminated in  low  sperm  counts.  Granulocy- 
topenia, thrombocytopenia,  and  aplastic  ane- 
mia are  rare  with  cimetidine.  Transient  eleva- 
tion of  BUN  and  serum  transaminases  are  com- 
mon but  interstitial  nephritis  and  hepatitis  are 
rare.  Bradycardia  has  also  been  rarely  associ- 
ated with  cimetidine. 

Histamine  is  a potent  activator  of  suppressor 
T cells.  Cimetidine  may  interfere  with  this 
activation,  cause  increased  immunologic  re- 


sponsiveness, and  augment  delayed  hyper- 
sensitivity responses.  Patients  whose  toler- 
ance to  dinitrochlorobenzene  was  reversed  by 
treatment  with  cimetidine  have  been  de- 
scribed. 

The  short-term  safety  of  cimetidine  does  not 
imply  that  long-term  administration  is  without 
risk.7'  8 Gastric  acid  has  not  only  pathogenetic 
but  also  functional  roles.  Acid  is  important  par- 
ticularly for  peptic  digestion,  iron  absorption, 
release  of  gastrointestinal  hormones,  and  ste- 
rility of  the  proximal  gut.  It  is  possible  that 
nutritional  and  other  problems  will  eventually 
occur  from  long-term  suppression  of  acid 
secretion. 

SUMMARY 

Cimetidine  is  an  effective  and  safe  drug  for 
the  reduction  of  gastric  acid  secretion.  It  is 
readily  absorbed  and  its  primary  route  of  ex- 
cretion is  via  the  kidneys.  The  standard  treat- 
ment dose  should  be  reduced  in  renal  insuffi- 
ciency and  in  some  elderly  patients.  It  may 
have  to  be  increased  in  some  patients  with 
high  acid  secretion  or  poor  bioavailability  of 
the  drug.  Cimetidine  may  have  important 
effects  on  the  activity  of  those  drugs  which  are 
normally  metabolized  by  the  liver.9 

Cimetidine  is  an  important  advance  in  the 
treatment  of  selected  patients  with  duodenal 
ulcer  disease  and  many  patients  with  anas- 
tomotic ulcers  and  the  Zollinger-Ellison  syn- 
drome. Cimetidine  has  added  little  to  the  cur- 
rent management  of  gastric  ulceration,  stress 
ulcers,  upper  gastrointestinal  hemorrhage, 
esophagitis,  gastritis,  and  duodenitis,  and  its 
liberal  or  long-term  use  in  these  conditions  is 
questionable.  — Thomas  E.  Phillips,  M.D., 
and  Konrad  Schulze,  M.D.,  Division  of  Gas- 
troenterology and  Hepatology. 
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IOWA  FAMILY  PLANNING 
PROGRAM 

This  report  has  been  prepared  by  Carolyn  S.  Adams, 
director  of  the  Iowa  Family  Planning  Program. 

Family  planning  services  have  not  always 
been  available  nor  accessible  to  the  major- 
ity of  our  U.S.  population.  Various  factors 
have  contributed  to  the  government's  consid- 
eration of  the  service  as  an  integral  part  of 
quality,  preventive  health  care. 

Generally,  birth  control  advocates  were  not 
regarded  with  much  respect  in  the  U.S.  in  the 
years  prior  to  World  War  II.  After  the  war, 
however,  Americans  became  concerned  about 
the  impact  of  worldwide  population  growth  on 
the  economic  stability  and  security  of  the  U.S. 
Thus,  the  government  began  to  put  funds  into 
population  research. 

By  the  mid  1960's,  contraceptive  technology 
advanced  to  a level  where  distribution  of  oral 
contraceptives  became  a reality.  Government 
funds  were  appropriated  to  develop  public, 
subsidized  family  planning  programs  in  the 
U.S.  and  other  countries.  The  1967  Economic 
Opportunity  Amendment  gave  family  plan- 
ning a special  emphasis  status  in  the  anti- 
poverty programs  under  Title  II.  Family  plan- 
ning became  one  of  8 national  O.E.O.  pro- 
grams. On  June  7, 1973,  administrative  respon- 
sibility and  funds  were  transferred  from  the 
Office  of  Economic  Opportunity  to  the  Depart- 
ment of  Health,  Education,  and  Welfare  (now 
Health  and  Human  Services). 

This  information  on  public  health  matters  is  furnished  and  sponsored 
by  the  Iowa  State  Department  of  Health. 


Iowa  responded  to  this  national  change  by 
having  the  Iowa  State  Department  of  Health 
designated  as  the  grantee  recipient  of  family 
planning  funds.  Through  its  network  of  link- 
ages with  state  and  local  agencies,  the  Depart- 
ment was  in  an  ideal  position  to  serve 
statewide.  With  this  capacity  and  commit- 
ment, the  Iowa  State  Department  of  Health 
began  to  administer  the  statewide  family  plan- 
ning program  under  enabling  legislation  and 
funding  of  the  Family  Planning  Services  and 
Population  Research  Act. 

In  July,  1980,  6 agencies  requested  release 
from  their  contracts  with  the  Iowa  State  De- 
partment of  Health  to  establish  a separate 
umbrella  grantee.  This  was  approved  by  the 
Department,  and  on  October  1,  1980,  the  De- 
partment transferred  funds  for  the  6 agencies. 

The  Iowa  Family  Planning  Program  is  ad- 
ministered by  the  Iowa  State  Department  of 
Health  and  covers  60  counties.  The  Depart- 
ment contracts  with  12  local  agencies  for  family 
planning  services  (a  map  and  directory  of 
agencies  is  provided).  These  agencies  repre- 
sent 5 different  organizations:  Community  Ac- 
tion Programs,  Planned  Parenthoods,  Inde- 
pendent Health  Agencies,  hospitals,  and  a pri- 
vate social  service  agency.  Each  agency  has  a 
specified  geographic  area  in  which  it  provides 
family  planning  services;  it  does  not  extend 
patient  recruitment  beyond  its  area.  The  De- 
partment allocates  family  planning  funds  to  its 
contract  agencies,  establishing  the  scope  of  the 
Program,  evaluating  the  local  and  State  Pro- 
gram, providing  for  training  and  technical 
assistance  to  local  agencies,  and  ensuring  fiscal 
and  programmatic  accountability  in  accord 
with  all  applicable  laws. 

Funding  regulations  require  the  Program  to 
provide  a broad  range  of  acceptable  and  effec- 
tive medically  approved  family  planning 
methods  (including  natural  family  planning 
methods)  and  services  (including  infertility 
services  and  services  for  adolescents).  Services 
must  be  provided  on  a voluntary  basis  to  indi- 
viduals without  regard  to  religion,  race,  color, 
national  origin,  handicapping  condition,  age, 
sex,  number  of  pregnancies,  or  marital  status. 
Abortion  may  not  be  a method  of  family  plan- 
ning. Priority  must  be  given  to  low  income 
individuals  with  charges  made  to  others  in 
accord  with  their  ability  to  pay. 

Medical  services  provided  to  family  plan- 
ning patients  are  under  the  direction  of  physi- 
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FAMILY  PLANNING  SERVICES  IN  IOWA 


B ALLEN  MEMORIAL  HOSPITAL  FAMILY  PLANNING 
1825  Logan  Avenue,  Waterloo,  Iowa  50703 
(319  ) 2 35-3941 


HBROADLAWNS  MEDICAL  CENTER 

1915  Hickman  Road,  Des  Moines,  Iowa  50314 
(515)  282-2340 


HILLCREST  FAMILY  SERVICES 
2005  Asbury  Road,  Dubuque, 
(319)  583-7359 


Iowa 


52001 


PLANNED  PARENTHOOD  OF  SIOUX  CITY 
St.  Luke's  Medical  Center  W. , 2831  Douglas 
Sioux  City,  Iowa  51104 
(712)  277-3330 


HWEST  CENTRAL  DEVELOPMENT  CORPORATION 
520  Market,  Harlan,  Iowa  51539 
(712)  755-5355 


NORTHEAST  IOWA  COMMUNITY  ACTION  CORP. 
212  Winnebago,  Box  30 
Decorah,  Iowa  52101 
(319  ) 382-  9263 


H COMMUNITY  NURSING  SERVICES 

415  East  2nd,  Muscatine,  Iowa  52761 
(319)  263-0122 


Cedar  Rapids,  Iowa  52402 
(319)  369-7416 


□ 


ST.  LUKE'S  FAMILY  HEALTH  CENTER 
1016  A Avenue,  N.E. 


COMMUNITY  OPPORTUNITIES,  INC. 
603  W.  8th  St.,  P.0.  Box  585 
Carrol  I , Iowa  51401 
(712)  792-9266 


NORTH  IOWA  COMMUNITY  ACTION  ORGANIZATION 
300  15th  ST.,  NE,  Mason  City,  Iowa  50401 
(515)  423-5044 


PLANNED  PARENTHOOD  OF  SOUTHEAST  IOWA 
403  Tama  Building,  Burlington,  Iowa 
(319)  753-6209 


52601 


SOUTHERN  IOWA  FAMILY  PLANNING  CLINIC,  INC. 
207  Jefferson  Square  Medical  Center 
Ottumwa,  Iowa  52501 
(515)  682-9946 


□ Covered  by  Reproductive  Health 
Development  Corporation 


dans  with  training  and  experience  in  family 
planning.  Each  local  agency  has  a medical 
director  responsible  for  medical  policy  and 
procedures,  ensuring  appropriate  staff  super- 
vision. Additional  medical  consultation  comes 
from  the  Health  Department's  Maternal  and 
Child  Health  medical  director  and  the  obstet- 
rics/gynecology consultant.  Agencies'  medical 
directors  also  supervise  services  by  other  fami- 
ly planning  staff,  including  nurses  and  other 
allied  health  personnel. 

Each  local  agency  has  a staffing  pattern  and 
service  delivery  mechanism  appropriate  for  its 
service  area.  The  level  of  service  has  been  de- 
veloped in  response  to  the  community's  sup- 
port for  the  family  planning  program.  The 
majority  of  agencies  use  volunteers  to  work 
alongside  the  staff. 

Significant  standardization  in  services  has 


occurred  since  1977,  directed  toward  estab- 
lishing cost  indicators.  This  allows  objective 
funding  and  evaluation  to  occur,  regardless  of 
the  local  agency  size  or  location.  In  recent  years 
the  local  agencies  have  achieved  a more  inde- 
pendent management  status,  and  have 
broadened  their  sources  of  financial  support. 
As  of  this  fiscal  year,  the  level  of  financial  sup- 
port provided  by  this  Department  from  federal 
funds  varies  from  89%  to  19%  of  the  overall 
family  planning  budget  of  the  agency.  Each  of 
the  agencies  collect  Title  XIX,  Title  XX,  patient 
fees,  and  in-kind  support.  To  the  extent  feasi- 
ble, agencies  coordinate  their  family  planning 
services  with  other  services  of  the  organization 
and  community.  This  generally  provides  great- 
er cost  efficiency.  In  the  past  calendar  year,  the 
agencies  provided  family  planning  services  to 
25,124  users,  of  whom  76%  were  low  income. 
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Each  of  the  family  planning  agencies, 
whether  their  delivery  system  is  a clinic,  mini- 
clinic, physician  referral,  or  a combination  of 
these,  provides  a basic  medical  and  education- 
al component  to  a full-program  patient.  During 
an  initial  visit  to  a family  planning  agency,  a 
full-program  patient  receives: 


A.  Family  Planning  Counseling 

1 . Basic  reproductive  anatomy  and  physiology,  if 
needed; 

2.  Discussion  of  the  benefits  of  planned  pregnancy, 
if  needed; 

3.  Presentation  of  all  the  methods  of  contraception; 

4.  Identification  of  the  methods  of  choice  for  the 
patient. 

B.  General  Medical  History 

C.  Laboratory  Services 

1 . Hemoglobin  or  hematocrit 

2.  Pap  Smear 

3.  Height/weight 

4.  Blood  pressure 

5.  Gonorrhea  culture,  if  requesting  an  IUD 

6.  Gonorrhea  culture,  urinalysis,  VDRL,  if  indicated 

7.  Pregnancy  test,  if  indicated 


D.  Physical  Exam 

1 . General  exam,  including  heart,  lungs,  thyroid, 
extremities,  abdomen 

2.  Breast  exam,  including  self-exam  instruction 

3.  Pelvic  exam,  including  visualization  of  the  cervix 
and  bi-manual  exam 

E.  Provision  of  contraceptive  supplies  (or  at  least 
Level  I infertility  services) 

1 . Methods  available 

a.  Oral 

b.  lUDs 

c.  Diaphragm 

d.  Foam/condom 

e.  Natural  family  planning 

2.  Method-specific  counseling,  including  proper 
use,  risks,  and  warning  signals 

The  state's  average  cost  for  serving  such  a 
patient  is  $60.  Evaluations  show  the  agencies 
rate  high  in  meeting  the  federal  quality  assur- 
ance indicators  (provider:  encounter  ratios,  re- 
ferral and  follow-ups,  and  costs). 

An  important  component  in  the  Iowa  Family 
Planning  Program  is  a computerized  patient 
service  record  system.  This  year  the  Program 
plans  to  streamline  the  paper  aspects  of  the 
(Please  turn  to  page  168) 


— 

Doctor,  is  it  time  for  a change? 

| • You’re  spending  too  much  time  on  paperwork. 

• You  want  to  live  in  Europe,  not  just  vacation  there  for  a couple  of  weeks. 

• You  want  to  get  involved  with  academic  medicine,  full-time. 

• You  want  to  subspecialize,  but  can’t  support  your  family  on  a fellow’s  stipend. 

It’s  time  for  a change. 

If  you  are  seriously  considering  changing  your  situation,  you  owe  it  to  yourself  to  consider 
the  Army  Medical  Department.  We  have  an  amazingly  wide  variety  of  practice  situations 
available  to  qualified  physicians.  Clinical  and  hospital-based  practices  in  small  towns,  cities, 
major  metropolitan  areas.  Sunbelt,  Snowbelt,  Europe,  Asia,  Panama.  Full-time  academic 
positions.  Full-time  research  and  development  positions.  Fellowships  that  pay  like  practice 
positions. 

For  a confidential  evaluation,  compensation  estimate,  and  vacancy  projection,  call  (collect) 
(916)  684-4893/4860  today.  Ask  for  Major  Story,  your  Army  Medical  Department  Personnel 
Counselor. 

(Inquiries  held  in  strict  confidence;  position  guaranteed  before  commitment.) 
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February  1982  Morbidity  Report 


Disease 

Feb. 

1982 

Total 

1982 

to 

Date 

1981 

to 

Date 

Most  Feb.  Cases 
Reported  From 
These  Counties 

Amebiasis 

11 

19 

0 

Boone,  Johnson, 

Brucellosis 

0 

0 

0 

Scott 

Chickenpox 

1001 

1896 

2691 

Linn,  Polk, 

Cytomegalovirus 

2 

2 

2 

Clinton 
Johnson,  Linn 

Eaton's  Agent 
infection 

20 

45 

8 

Polk,  Linn,  Scott 

Encephalitis,  viral 

2 

2 

1 

Linn,  Muscatine 

Erythema 

infectiosum 

22 

40 

227 

Wapello,  Sac 

Gastroenteritis 

(GIV) 

2236 

3306 

6603 

Polk,  Linn,  Wapello 

Giardiasis 

14 

19 

9 

Scattered 

Hepatitis,  A 

8 

16 

61 

Scattered 

Hepatitis,  B 

8 

14 

13 

Scattered 

Hepatitis 

type  unspecified 

3 

3 

11 

Scattered 

Non  A,  Non  B 

3 

4 

0 

Scattered 

Herpes  Simplex 

14 

40 

32 

Johnson,  Linn, 

Herpes  Zoster 

3 

3 

2 

Polk 

Pottawattamie 

Histoplasmosis 

1 

7 

3 

Polk 

Infectious 

mononucleosis 

23 

47 

74 

Black  Hawk,  Linn 

Influenza, 

lab  confirmed 

1 

1 

125 

Wapello 

Influenza-like 
illness  (URI) 

5630 

9415 

32722 

Linn,  Johnson,  Polk 

Meningitis 

aseptic 

1 

4 

16 

Linn 

bacterial 

10 

25 

22 

Scattered 

meningococcal 

2 

3 

7 

Story 

Mumps 

5 

10 

20 

Scattered 

Pertussis 

0 

0 

1 

Rabies  in  animals 

38 

66 

120 

Scattered 

Rheumatic  fever 

0 

1 

3 

Rubella 

(German  measles) 

0 

0 

0 

Measles 

0 

0 

0 

Salmonellosis 

25 

35 

32 

Polk 

Shigellosis 

5 

8 

10 

Polk 

Tuberculosis 
total  ill 

1 1 

13 

26 

Scattered 

bact.  pos. 

10 

3 

15 

Scattered 

Venereal  diseases: 
Gonorrhea 

412 

726 

703 

Polk,  Scott,  Black  Hawk 

Syphilis 

2 

3 

4 

Polk 

Laboratory  Virus  Diagnosis  Without  Specified  Clinical  Syndrome:  Adenovirus 
— 1 , Johnson,  2,  Polk;  Guillain  Barre — 1 , Johnson,  1 , Scott;  Legionnaire's 
Disease  — 2,  Johnson,  1 , Monroe,-  Re/e  Syndrome — 1 , Fayette;  Blactomy- 
cosis  — 1 , Woodbury;  Coccidiomycosis  — 1 , Linn;  Echovirus  - — 5,  Clinton, 
2,  Dubuque,  1,  Linn,  2,  Scott;  Coxsackie — 1 , Johnson;  Campylobacter  — 
6,  Dubuque,  1 , Johnson,  3,  Linn,  4,  Marshall,  2,  Polk,  1 , Tama,  2,  Warren, 
1,  Woodbury;  Toxic  Shock  — 1,  Johnson,  2,  Pottawattamie. 


(Continued  from  page  167) 

operation  through  a cross-reference  utilization 
of  the  computerized  data  system.  Additional 
computer  utilization  has  occurred  in  clinic 
management  through  Patient  Flow  Analysis 
(PFA).  Agency  personnel  have  received  train- 
ing to  conduct  such  analyses,  and  out  of  it  to 
pick  up  problem  areas  in  scheduling,  staff  uti- 
lization, and  other  aspects.  The  PFA  has  in- 
creased in  use  by  the  family  planning  agencies 
and  has  helped  them  assess  their  clinic  opera- 
tions and  implement  change  accordingly. 

Training  and  technical  assistance  during  the 
fiscal  year  is  coordinated  and/or  provided  by 
the  State  Program.  Last  fall,  a series  of  regional 
workshops  were  conducted  on-site  across  the 
state  with  the  expertise  of  the  state's  ep- 
idemiologist. Other  workshops  this  year  have 
been  held  on  program  management,  natural 
family  planning,  services  to  the  disabled,  infer- 
tility services,  and  interpersonal  skills  counsel- 
ing. The  need  for  such  workshops  is  identified 
through  local  agency  needs  assessment  and 
state  evaluation.  Costs  for  training  have  been 
minimized  through  the  use  of  state  resources 
and  coordination  with  other  related  programs. 

The  Iowa  Family  Planning  Program  was  suc- 
cessful during  1980  in  regional  and  national 
competition  for  special  initiative  grants.  There 
are  5 federal  areas  of  special  initiative:  natural 
family  planning,  Job  Corps,  infertility,  community 
education,  and  counseling.  The  availability  of 
these  funds  has  allowed  for:  all  local  agencies 
to  have  a staff  member  specifically  training  in 
natural  family  planning  methods  instruction, 
along  with  adequate  supplies;  linkage  of  a local 
family  planning  agency  with  Iowa's  Job  Corps 
site  in  Denison;  training  for  all  agencies  to  de- 
liver Level  I infertility  services;  needs  assess- 
ment of  family  life  education  curriculum  in 
communities;  and  development  and  delivery 
of  a counseling  curriculum  for  counselors  in 
family  planning  agencies. 

The  Iowa  Family  Planning  Program,  even 
though  administered  by  the  State,  has  genera- 
ly  been  viewed  as  a federal  program.  With  the 
direction  of  the  "New  Federalism,"  it  will  be  a 
challenge  for  the  Iowa  Family  Planning  Pro- 
gram to  endure  the  transition  of  funds  and 
authority.  Given  the  history  of  the  program, 
the  network  of  agencies  committed  to  the  idea 
of  individual  reproductive  freedom,  and  the 
support  which  communities  have  demon- 
strated, continuing  resources  will  be  found. 
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FOR 

PROFESSIONAL  PROTECTION 
EXCLUSIVELY 


— YOUR  FIRST  STEP  TO  FIRST  QUALITY  PROTECTION  — 

CONTACT  FIELD  REPRESENTATIVE 

Des  Moines  Office 
L.  ROGER  GARNER 

Suite  506,  Merle  Hay  Tower,  3800  Merle  Hay  Road 
(515)  276-6202 

Mailing  Address:  P.O.  Box  3556,  Urbandale  Station,  Des  Moines,  Iowa  50322 
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C.  V.  EDWARDS,  M.D./1902-1981 


These  memorial  comments  are  about  Dr.  Edwards, 
of  Council  Bluffs,  who  served  as  president  of  the 
Iowa  Medical  Society  in  1964.  They  have  been  writ- 
ten in  cooperation  with  his  son,  C.  V.  Edwards,  Jr., 
M.D.,  who  practices  family  medicine  in  Council 
Bluffs. 


CV.  Edwards,  Sr.,  M.D.,  was  a Council 
• Bluffs  native.  His  father  died  in  his 
mid-forties,  while  Dr.  Edwards,  Sr.,  was  still  in 
medical  school.  His  mother  was  forced  to  go  to 
work  to  support  the  family,  but  he  managed  to 
finish  medical  school.  However,  there  was  not 
enough  money  for  his  two  younger  brothers  to 
get  more  than  high  school  educations.  This 
taught  Dr.  Edwards  the  value  of  an  education 
and  it  became  one  of  the  things  he  wanted 
most  for  his  own  children.  One  of  his  main 
goals  in  life  was  to  see  that  this  was  provided. 

He  was  a thinker  and  an  innovator.  At  many 
stages  in  his  life  he  was  "ahead  of  the  crowd" 
in  medical  care.  He  was  one  of  the  co-founders 
of  the  Cogley  Clinic  in  Council  Bluffs  in  the  late 
1920's,  at  a time  when  the  concept  of  group 
medical  practice  was  in  its  infancy.  When  Dr. 
Papanicolaou  first  developed  the  concept  of 
"Pap  Smears,"  Dr.  Edwards  studied  directly 
under  him  in  the  second  class  to  which  Dr. 
Papanicolaou  taught  his  technique.  When  the 


Cogley  Clinic  moved  into  its  present  building 
28  years  ago,  it  was  Dr.  Edwards  who  spent 
much  time  with  the  architects  and  medical 
building  consultants  developing  the  best  con- 
cept possible  to  handle  the  projected  patient 
type  and  load. 

Dr.  Edwards  was  interested  in  organized 
medicine  and  devoted  much  time  and  energy 
to  the  Iowa  Medical  Society,  first  as  a delegate, 
then  as  speaker  of  the  House,  and  finally  as 
president-elect  and  president.  For  many  years 
he  made  almost  weekly  trips  from  Council 
Bluffs  to  Des  Moines;  the  majority  of  time  it 
was  before  1-80. 

He  was  interested  in  teaching  and  for  many 
years  taught  at  Creighton  Medical  School.  His 
love  of  teaching  carried  through  to  his  han- 
dling of  the  hospital  nurses  and  staff  where  he 
practiced.  He  was  generous  with  his  time  and 
his  knowledge  and  his  financial  resources.  He 
was  a gentleman,  slow  to  anger,  with  a repu- 
tation for  fairness.  He  was  honest  and 
aboveboard  in  his  dealings  with  his  patients, 
students  and  his  colleagues.  He  had  firm  be- 
liefs in  the  way  things  should  be  handled.  He 
was  open  and  always  ready  to  listen  to  the 
other  person's  viewpoint  and  could  change  his 
own  ideas  if  something  better  was  presented. 
He  was  devoted  to  his  church,  to  his  wife  and 
family,  to  his  community  and  to  his  profes- 
sion. 


ASSISTANTS7  STATE  CONVENTION 


The  American  Association  of  Medical  Assis- 
tants, Iowa  State  Society,  will  have  its  1982 
convention  April  23-25  in  Cedar  Falls.  The  ses- 
sion will  mix  business,  education  and  enter- 
tainment. 

Subjects  to  be  covered  at  the  instructional 


sessions  include  administrative  procedures, 
positive  self-esteem,  intensive  care  of  the  new- 
born, infant  stimulation  and  dialysis.  The  pres- 
ident's message  will  be  delivered  Saturday, 
April  24,  by  Sherry  Chidester,  CMA-A. 

Registration  may  be  made  with  Mrs.  Bonnie 
Sommer,  Suite  201,  St.  Francis  Professional 
Building,  St.  Francis  Drive,  Waterloo,  Iowa 
50702.  Hotel  reservations  may  be  made  direct 
with  the  Holiday  Inn,  Cedar  Falls  (1/319-277- 
2230). 
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RHEUMATIC  DISEASES  WORKSHOP 


The  immunopathology,  diagnosis  and  treat- 
ment of  rheumatic  diseases  will  be  covered  in  a 
program  for  the  practicing  physician  in  Des 
Moines  April  30  and  May  1.  This  is  an  educa- 
tional program  of  the  Iowa  Chapter  of  the 
Arthritis  Foundation  and  will  be  at  the  Savery 
Hotel. 

The  program  will  provide  10  hours  of  Cate- 
gory I credit.  As  an  organization  accredited  for 
CME,  the  U.  of  I.  College  of  Medicine  has  des- 
ignated this  continuing  medical  education 
activity  as  meeting  the  criteria  for  10  credit 
hours  in  Category  I of  the  AMA  Physician's 
Recognition  Award.  In  addition,  this  CME 
offer  meets  the  criteria  of  the  U.  of  I.  for  1.0 
(CEU's),  and  10  hours  of  prescribed  credit  by 
the  American  Academy  of  Family  Physicians. 

For  more  information,  contact  the  Iowa 
Chapter,  Arthritis  Foundation,  1501  Ingersoll, 
Des  Moines,  Iowa  50309,  or  call  515/243-6259. 


ABOUT 

IOWA 

PHYSICIANS 


Dr.  Dennis  Jones,  Council  Bluffs,  has  been 
elected  chairman  of  the  Council  Bluffs  Board  of 
Health.  . . . Officers  of  the  Guthrie  County 
Memorial  Hospital  medical  staff  for  1982  are  — 
Dr.  Herbert  Neff,  Lake  Panorama,  president; 
Dr.  D.  E.  Taylor,  Stuart,  vice  president,  and 
Dr.  D.  W.  Todd,  Guthrie  Center,  secretary. 
. . . Dr.  Surendra  K.  Seth  joined  Medical 
Associates  in  Clinton  in  February.  Dr.  Seth 
received  his  medical  education  at  the  Universi- 
ty of  Grenoble,  France,  and  completed  both  an 
anatomical  clinical  pathology  residency  and 
family  practice  residency  at  St.  Francis  Hospit- 


<-obco-> 

Jrrr;  hawkeye 

MEDICAL  SUPPLY  INC. 

FOR  ALL  YOUR  MEDICAL  SUPPLY  & HOME  CONVALESCENT  NEEDS 


Wheel  Chairs 
Hospital  Beds 
All  Purpose 
Commode  Chairs 
Walkers  — Commodes 
Dressings 


Surgical  Pads 
Combine  Roles 
Under  Pads 
Adult  Plastic  Pants 
Oxygen  Supplies 
Student  Supplies 


Instruments 
Diagnostic  Equip. 
Lab  Supplies 
Equip.  For  Exam 
Rooms 

Crutches  — Canes 


Back  Rests 
Traction  Equip. 
Whirlpool  Baths 
Catheters 
Plastic 
Disposables 


SALES  — LEASING  - SERVICE  — REPAIRS 
"After  the  Sale  . . . it’s  the  Service  that  Counts.  ” 


Call  FOR  INFORMATION:  Home  Office:  PH  319/337-3121 
Branch  Office:  PH  515/274-4015 


225  E.  Prentiss  St.  Iowa  City,  Iowa  52240 

5737  University  Avenue  Lies  Moines,  Iowa  5031 1 


OTHER  STATES  IOWA  WATS 

1/800/553-6296  1/800/272-6448 
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TIME  SAVING 
PRESCRIPTION 
FOR  MEDICAL 
STAFFS 


PERMA  STAMP®  pre-inked  hand  stamps 
are  the  perfect  time  saving  prescription  for 
all  medical  staffs.  They  require  no  stamp 
pad;  cutting  marking  time  in  half.  No  more 
ink  pad  mess  either.  JUST  THOUSANDS  & 
THOUSANDS  OF  CRISP,  CLEAN  IM- 
PRESSIONS. Custom  imprints  to  meetyour 
specific  needs  or  stock  imprints  available. 
Want  it  on  paper,  fast,  readable  time  after 
time ...  try  Perma-Stamp® 

Order  from  your  local  office 
supply  store  or  direct  from  Des 
Moines  Stamp . . Iowa's  only 
Perma-Stamp  manufacturer 


PERMA 
■TAMP 


MAKES  BETTER  IMPRESSIONS 


DES  MOINES  STAMP  MFG.  CO. 

Manufacturers  of  Marking  Products  Since  1880 
851  Sixth  Ave.  Box  1798  Des  Moines,  Iowa  50306 
Phone:(515)288-7248 


BEING  A PHYSICIAN 
AND  A BUSINESSMAN  U 
LIKE  REMOVING  GALLSTONES 
WITH  A SPOON... 


it’s  not  a very  good  idea.  But  today,  modern  busi- 
ness dictates  that  physicians  with  their  own  prac- 
tices spend  a great  percentage  of  time  as 
businessmen  ...  at  the  expense  of  their  job. 

We  provide  you  with  an  environment  serving  a 
purpose:  practicing  medicine.  No  salesmen  or 
accountants  calling,  no  books  to  balance  and  no 
late  hours.  You  concentrate  on  practicing  medicine 
with  a health  care  system  that’s  one  of  the  finest  in 
the  world.  You'll  work  in  modern,  well-equipped 
hospitals  and  clinics  with  the  most  up-to-date 
technology. 

Also  included  are  excellent  programs  of  com- 
pensation, opportunities  for  professional  growth 
and  specialization,  30  days  vacation  with  pay  each 
year,  full  medical  and  dental  care  and  more. 

With  the  Air  Force,  we  want  you  to  do  one  thing: 
practice  medicine.  We  would  like  to  provide  you 
with  more  information  on  Air  Force  medicine. 

Contact:  TSgt.  Dale  Buckingham  Call  Collect: 

3839  Merle  Hay  Rd.  (515)  284-4774 


A great  way  of  life. 


al  in  Peoria,  Illinois.  Dr.  Jose  Martinez  has 
been  named  president  of  the  Pottawattamie- 
Mills  County  Medical  Society.  Other  new  offic- 
ers are  — Dr.  Ronald  Bendorf,  president-elect; 
Dr.  Fernando  Rivera,  vice  president;  and  Dr. 
Stephen  Nelson,  secretary-treasurer.  All  are 
Council  Bluffs  physicians.  . . . Dr.  Tareq  Al- 
Khatib,  Dyersville,  recently  was  named  a fel- 
low of  the  American  College  of  Surgeons.  . . . 
Dr.  Sherry  Bulten  recently  began  family  prac- 
tice in  Humboldt.  Dr.  Bulten  received  the  M.D. 
degree  at  the  U.  of  I.  College  of  Medicine  and 
completed  her  family  practice  residency  at 
Iowa  Lutheran  Hospital  in  Des  Moines.  . . . 
Dr.  Larry  J.  Heller  recently  joined  the  Depart- 
ment of  Pathology  at  Iowa  Lutheran  Hospital 
in  Des  Moines.  A native  of  Milo,  Iowa,  Dr. 
Heller  received  the  M.D.  degree  at  the  U.  of  I. 
College  of  Medicine  and  served  his  pathology 
residency  at  St.  Luke's  Hospital  in  Denver, 
Colorado. 


Dr.  Willard  Kuehn,  Clarinda,  recently  was 
named  Citizen  of  the  Year  by  the  Clarinda 
Chamber  of  Commerce.  A plaque  was  pre- 
sented to  Dr.  Kuehn  in  recognition  of  the  hon- 
or. ..  . Dr.  David  Sands  began  pediatric  prac- 
tice in  Fairfield  in  February.  A native  of  Des 
Moines,  Iowa,  Dr.  Sands  received  his  medical 
education  at  the  University  of  Pennsylvania 
and  the  University  of  Iowa  and  served  his 
pediatric  residency  at  the  University  of  Kansas 
Medical  Center. 


Dr.  Jim  E.  Crouse,  Waterloo,  and  Dr.  Ster- 
ling J.  Laaveg,  Mason  City,  were  named  Fel- 
lows of  the  American  Academy  of  Orthopaedic 
Surgeons  at  the  organization's  49th  annual 
meeting  in  New  Orleans.  . . . Dr.  Robert  A. 
Pfaff,  Dubuque,  was  elected  president  of  the 
Iowa  Foundation  for  Medical  Care  at  the  recent 
IFMC  10th  anniversary  meeting.  Other  new 
Foundation  officers  are  Dr.  Robert  L.  Mandsa- 
ger,  Marshalltown,  first  vice  president;  Dr. 
Bryce  E.  Wilson,  Des  Moines,  second  vice 
president;  Dr.  Stanley  W.  Greenwald,  Iowa 
City,  secretary;  and  Dr.  Gerhard  T.  Schmunk, 
Clinton,  treasurer.  . . . Dr.  Charles  Jons, 
Ames,  was  guest  speaker  at  a recent  meeting  of 
the  Boone  County  Medical  Society.  Dr.  Jons 
spoke  on  ''The  Stuffy  Nose  and  Advances  in 
ENT.''  . . . Dr.  Thomas  F.  DeBartolo  and  Dr. 
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Timothy  A.  Thomsen  recently  joined  Surgical 
Associates  of  North  Iowa  in  Mason  City.  Dr. 
DeBartolo  received  the  M.D.  degree  at  St. 
Louis  University  and  completed  his  residency 
in  orthopedics  at  Washington  University  Hos- 
pitals in  St.  Louis,  Missouri.  Dr.  Thomsen  re- 
ceived the  M.D.  degree  at  the  U.  of  I.  College 
of  Medicine  and  completed  his  surgery  res- 
idency and  a cardiovascular  thoracic  surgery 
fellowship  at  University  Hospitals.  . . . New 
officers  of  the  medical  staff  at  Mercy  Hospital 
Medical  Center  in  Des  Moines  are  — Dr.  Abra- 
ham Wolf,  president;  Dr.  Donald  Sweem, 
president-elect;  and  Dr.  Ross  Valone,  secre- 
tary-treasurer. All  are  Des  Moines  physicians. 

. . . Dr.  Allen  Lang,  Ames,  spoke  at  a recent 
meeting  of  the  Iowa  Orthopedic  Society.  Dr. 
Lang  discussed  “Treatment  of  Femoral  Shaft 
Fractures  in  Children  with  Early  Spica  Cast." 


Dr.  Kenneth  Lyons,  Marshalltown,  recently 
was  named  a diplomate  of  the  American  Board 
of  Internal  Medicine.  ...  At  a recent  meeting 
of  Hospice  Care  Group,  Inc.  Dr.  F.  Dale  Wil- 


son, Davenport,  was  presented  a plaque  recog- 
nizing his  contribution  to  hospice  care  in  Scott 
County.  Dr.  Wilson  has  been  chairman  of  the 
group's  medical  advisors  since  it  began  as  a 
pilot  program  two  years  ago  and  has  donated 
many  hours  of  volunteer  service.  Dr.  Vera 
French,  Davenport,  is  president  of  the  group 
for  1982.  . . . Dr.  Roger  Ceilley,  Des  Moines, 
was  guest  speaker  at  a recent  meeting  of  the 
Guthrie-Dallas  County  Medical  Society.  Dr. 
Ceilley  spoke  on  dermatology.  . . . Dr.  Robert 
Gitchell,  Ames,  spoke  at  a recent  meeting  of 
the  Iowa  Academy  of  Orthopedic  Surgeons. 
Dr.  Gitchell  spoke  on  “Jogging,  Cure  or  Dis- 
ease." . . . Dr.  Bhasker  J.  Dave,  director  of 
education  and  research.  Mental  Health  Insti- 
tute, Independence,  has  been  named  a fellow 
of  the  American  Psychiatric  Association.  Dr. 
Dave  has  served  on  the  staff  at  MHI  since  1971 
and  in  his  present  position  since  1977.  . . . Dr. 
Yotin  Keonin,  Lake  City,  was  re-elected  presi- 
dent of  the  medical  staff  at  Stewart  Memorial 
Community  Hospital.  Also  re-elected  were  Dr. 
Paul  Knouf,  Rockwell  City,  vice  president;  and 
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SOUTH  DAKOTA 
SEMINAR 

The  Fifth  Annual  Black  Hills  Seminar 
on  Advances  in  Clinical  Pediatrics  — 
June  16-18,  1982,  at  Sylvan  Lake  Re- 
sort, Custer,  South  Dakota,  sponsored 
by  the  Department  of  Pediatrics  and 
Adolescent  Medicine,  University  of 
South  Dakota  School  of  Medicine. 
Guest  faculty  include  Drs.  Hugh  Mof- 
fett, Jane  Schaller,  Sylvan  Stool  and 
William  Strong.  For  complete  confer- 
ence information  contact: 

Lawrence  R.  Wellman,  M.D. 

Program  Coordinator 
Department  of  Pediatrics 
University  of  South  Dakota 
School  of  Medicine,  1100  S.  Euclid 
Sioux  Falls,  South  Dakota  57117-5039 
605/333-7179 


MILLARD  K.  MILLS 
AND  COMPANY 

specializing  in 

COMPLETE  PRACTICE  SURVEYS 
GROUP  PRACTICE  MANAGEMENT 
PERSONNEL  MANAGEMENT 


Millard  K.  Mills,  Pres. 
Charter  Member:  Institute  of 
Certified  Professional  Business 
Consultants.  31  yrs.  experience 


226  Alta  Vista  Avenue 
Waterloo,  Iowa  50703  233-7444 


Dr.  Martin  McKenney,  Lake  City,  secretary. 

. . . Dr.  John  Grant,  Ames,  spoke  at  a recent 
meeting  of  the  Iowa  Orthopedic  Association. 
His  topic  was  "5  Years  Experience  With  Total 
Condylar  Knee  Replacement."  . . .Dr.  Siddiq 
Mohamed  Arab,  Waterloo,  recently  was 
named  a fellow  of  the  American  Academy  of 
Pediatrics.  Dr.  Arab  is  chief  of  pediatrics  at 
Allen  Memorial  Hospital  and  a clinical  assis- 
tant professor  of  pediatrics  at  the  U.  of  I.  Col- 
lege of  Medicine. 

DEATHS 

Dr.  James  H.  Wise,  84,  Cherokee,  died  Febru- 
ary 15  at  Sioux  Valley  Memorial  Hospital  in 
Cherokee.  Dr.  Wise  received  the  M.D.  degree 
at  U.  of  I.  College  of  Medicine  and  completed 
his  surgery  residency  at  Receiving  Hospital  in 
Detroit,  Michigan.  He  began  his  medical  prac- 
tice in  Cherokee  in  1924.  Dr.  Wise  was  the 
founder  of  the  Cherokee  Clinic;  member  of  the 
American  College  of  Surgeons;  and  life  mem- 
ber of  the  Iowa  Medical  Society. 
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CLASSIFIED  ADVERTISING 


CLASSIFIED  ADVERTISING  RATE  — $2  per  line,  $20  mini- 
mum per  insertion.  NO  CHARGE  TO  MEMBERS  OF  IOWA 
MEDICAL  SOCIETY.  Copy  deadline  — 1st  of  the  month 
preceding  publication. 


PRACTICE  OPPORTUNITY  — Located  in  top  recreational  spot  — 
Iowa  Great  Lakes  area.  Solo  practice.  Completely  equipped  with  X-ray,  2 
exam  rooms,  waiting  room  and  private  office.  All  like  new.  Upstairs  1 
bedroom  apartment  with  separate  entrance.  Entire  building  recently 
remodeled  — central  air,  plenty  of  parking,  close  to  modern  hospital. 
Going  into  emergency  work.  Buy  equipment — no  blue  sky.  Buy  or  lease 
building  on  reasonable  terms.  Write  Box  331,  Fort  Dodge,  Iowa  50501. 


IOWA  PHYSICIAN'S  ASSISTANT  PROGRAM  — is  establishing  a 
free  Placement  Service  for  its  graduates.  If  you  are  looking  for  an  excep- 
tionally well-trained,  highly  motivated  physician's  assistant  from  one  of 
the  nation's  leading  teaching  programs,  contact  Denis  Oliver,  Ph.D., 
Director,  Physician's  Assistant  Program,  University  of  Iowa  College  of 
Medicine,  Iowa  City,  Iowa  52242.  319/353-6935. 


FACULTY  MEMBER  FAMILY  PRACTICE  PROGRAM  — The  Black 
Hawk  Area  Medical  Education  Foundation  is  seeking  a Board  Certified 
Family  Physician  for  its  Family  Practice  Residency  Program  in  Waterloo, 
Iowa.  The  program  is  community-based,  affiliated  with  U.  of  I.  College 
of  Medicine,  and  part  of  Iowa  Network  of  Family  Practice  Residency 
Programs.  The  Waterloo  metro  population  is  125,000.  There  are  4 hospi- 
tals, and  a good  medical  specialty  representation.  Applicants  should 
have  M.D.  degree,  be  eligible  for  Iowa  licensure,  and  have  several  years 
of  practice  experience.  Duties  include  teaching  residents  patient  care, 
including  obstetrics,  and  also  providing  patient  care.  Other  duties  in- 
clude program  administration  and  assisting  in  research.  Salary  range  — 
$60,000  per  year  — with  an  additional  20%  fringe  benefit  package.  Other 
fringe  benefits  relating  to  retirement,  moving  expenses,  and  continuing 
education  provided.  Please  submit  your  resume  to:  Charles  A.  Water- 
bury,  M.D.,  Program  Director,  Black  Hawk  Area  Medical  Education 
Foundation,  441  East  San  Marnan  Drive,  Waterloo,  Iowa  50702.  319/ 
234-4419.  Equal  Opportunity  Employer. 


FAMILY  PRACTITIONER  NEEDED  — for  three  physician  profes- 
sional corporation  in  south  central  Iowa.  Excellent  opportunity  to  prac- 
tice in  a rural  area.  Clinic  adjacent  to  county  hospital.  Growing  practice. 
Contact  Paul  Rowland,  Manager,  Corydon  Medical  Clinic,  P.C.,  100  East 
South  Street,  Corydon,  Iowa  50060.  515/872-2111. 


UNIVERSITY  HEALTH  SERVICE  — needs  gynecologist  or  generalist 
for  women's  health  program,  willing  to  work  in  team  approach.  Routine 
gynecological  care,  family  planning  services,  health  education,  super- 
vising nurse  practitioners.  Board  certification  preferred.  Illinois  license 
or  eligibility  for  license  by  time  of  appointment.  Campus  of  25,000,  IV2 
hours  from  downtown  Chicago.  Position  available  immediately.  For 
further  information  and  application  contact  Director,  University  Health 
Service,  Northern  Illinois  University,  DeKalb,  Illinois  60115.  815/753- 
1311.  Equal  Opportunity/Affirmative  Action  Employer. 


DOCTORS  NEEDED  — In  Wisconsin,  Minnesota,  and  Iowa,  all  spe- 
cialties, all  locations.  For  confidential  information,  mail  your  C.V.  to 
Medicus,  1525  Wisconsin  Avenue,  Grafton,  Wisconsin  53024. 


SUMMER  CME  CRUISE/CONFERENCES  ON  LEGAL-MEDICAL 
ISSUES  — 10-day  Caribbean  cruise  departs  July  28,  1982  visiting  five 
picturesque  islands.  14-day  Mediterranean  cruise  departs  August  21, 
1982  visiting  Italy,  Greece,  Egypt,  Israel,  Turkey,  Yugoslavia.  Seminars 
led  by  distinguished  professors.  Approved  for  24  CME  Category  1 cred- 
its. Excellent  Fly/Cruise  group  fares  on  finest  ships.  Both  conferences, 
scheduled  prior  to  12/13/80,  conform  to  IRS  tax  deductibility  require- 
ments under  1976  Tax  Reform  Act.  Registration  limited.  For  color 
brochures  contact  — International  Conferences,  189  Lodge  Avenue, 
Huntington  Station,  New  York  11746.  Phone  516/549-0869. 


MEDICAL  CONSULTANT  FULL-TIME  — We  seek  a physician  to 
provide  consultation  in  a variety  of  areas  to  our  professional  staff.  This 
person  will  consult  on  peer  review  activities  in  our  acute  and  long-term 
care  programs;  evaluate  and  interpret  medical  data  for  significance  and 
potential  impact;  assist  in  quality  review  studies;  and  provide  technical 
assistance  to  physicians  concerning  peer  review.  The  ideal  candidate 
will  have  an  understanding  of  medical  care  research  and  peer  review 
activities  and  must  be  an  M.D.  or  D.O.  licensed  to  practice  in  Iowa. 
Excellent  compensation  package  and  working  conditions.  37V2  hour 
week.  For  confidential  consideration  without  obligation,  apply  to:  Loy 
Brooks,  Director,  Professional  Services,  Iowa  Foundation  for  Medical 
Care,  Colony  Park,  Suite  500,  3737  Woodland  Avenue,  West  Des 
Moines,  Iowa  50265.  515/223-2857. 


PHYSICIANS  WANTED  — Immediate  opening  for  family  physician 
and  internist.  Join  solo  practitioner  in  newly  constructed  and  fully 
equipped  clinic  situated  centrally  in  county  seat  of  7,000  population, 
serving  trading  area  of  25,000.  Board  certified  or  board  eligible  pre- 
ferred. Fully  accredited  96-bed  hospital  minutes  away.  Salary  negoti- 
able, depending  on  qualifications  and  experience.  Please  submit  CV  to 
R.  L.  Bendixen,  M.D.,  Denison  Primary  Care  Center,  P.C.,  203  North 
Main  Street,  Denison,  Iowa  51442,  or  call  712/263-4102. 


FOR  SALE  — Used  office  equipment  — 4 exam  tables,  2 treatment 
tables,  4 desks,  desk  chairs,  2 diathermy  machines,  matched  set — desk, 
filing  cabinet,  credenza,  stools,  exam  lights,  utility  carts,  desk  accesso- 
ries, card  files,  small  instruments,  etc.  Best  offer.  Contact  the  Family 
Care  Center,  1109  Highland  Avenue,  Red  Oak,  Iowa  51566.  712/623-5171. 


WOULD  YOU  SELL  YOUR  PRACTICE  FOR  A YEAR'S  SALARY  OR 
MORE?  Physicians  with  an  established  practice  in  key  areas  can  receive 
excellent  returns  if  they  decide  to  sell  their  practice.  For  more  informa- 
tion, call  FirstCare,  Inc.  816/587-1850. 


WANTED  — USED  OFFICE  EQUIPMENT  — Beginning  family 
physician  in  rural  practice  wants  old  but  functional  office  equipment 
(medicine  cabinet,  exam  table,  desk,  hyfrecator,  tools,  etc)  by  July  1982. 
Please  send  description  to  Dave  Loxerkamp,  M.D.,  41  West  Jackson 
Street,  York,  Pennsylvania  17403.  Phone  717/843-9681. 


HOW  MUCH  IS  YOUR  PRACTICE  WORTH  AS  A GOING  BUSI- 
NESS? For  more  information  on  valuing  or  selling  your  practice,  call 
FirstCare,  Inc.,  Office  Park  in  the  Bluffs,  Box  14114,  Kansas  City,  Mis- 
souri 64152.  816/587-1850. 


PRACTICE  OPPORTUNITIES  — Health  Resources  has  long-term 
career  opportunities  and  short-term  locum  tenens  positions  available. 
Please  send  CV  in  confidence  to:  Dr.  Ron  Hammerle,  Health  Resources, 
Ltd.,  River  Road  Professional  Bldg.,  Box  12220,  Kansas  City,  Missouri 
64152.  816/587-0920. 


FIFTY-PHYSICIAN  MULTI-SPECIALTY  CLINIC  — in  west  central 
Wisconsin  wants  cardiologist  (non-invasive),  neonatologist,  neurolo- 
gist, neurosurgeon,  orthopedic  surgeon,  and  otolaryngologist.  Excellent 
cultural,  educational,  and  recreational  facilities.  90  miles  from  Min- 
neapolis. Please  contact  James  R.  Jepson,  Administrator,  Midelfort  Clin- 
ic, Ltd.,  733  West  Clairemont  Avenue,  Eau  Claire,  Wisconsin  54702  or 
call  715/839-5266. 
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PULMONARY  MEDICINE 


PHYSICIANS’  DIRECTORY 


ALLERGY 


RICHARD  L.  COOLEY,  M.D. 
PARK  CLINIC 
MASON  CITY 
515/421-5677 


CARDIOLOGY 


CARDIOLOGY  CONSULTANTS,  P.C. 

A.  L.  CHUGHTAI,  M.D.,  F.A.C.C. 

M.  L.  KWATRA,  M.D. 

1028  FOURTH  STREET 
DES  MOINES  50314 
515/244-1352 
PRACTICE  LIMITED  TO 
CARDIOVASCULAR  DISEASES  — ALL 
INVASIVE  AND  NONINVASIVE 
PROCEDURES 


DERMATOLOGY 


ROBERT  J.  BARRY,  M.D. 

1030  FIFTH  AVE.,  S.E. 

CEDAR  RAPIDS  52403 
319/366-7541 

PRACTICE  LIMITED  TO  DISEASES, 
CANCER  AND  SURGERY  OF  SKIN 

ROGER  I.  CEILLEY,  M.D. 

J.  WILLIAM  HOLTZE,  M.D. 

1212  PLEASANT,  SUITE  402 
DES  MOINES  50309 
515/244-0136 

DERMATOLOGY,  DERMATOLOGIC 
SURGERY  AND  MOHS’ 
CHEMOSURGERY  FOR  SKIN  CANCER 

RANDALL  R.  MAHARRY,  M.D. 

1212  PLEASANT,  SUITE  406 
DES  MOINES  50309 
515/243-86766 

ROBERT  R.  SCHULZE,  M.D. 

3836  BEAVER 
DES  MOINES  50310 
515/277-6377 

DERMATOLOGY  AND  DERMATOLOGIC 
SURGERY 

S.  D.  MARTY,  M.D. 

P.  M.  SCHAP,  M.D. 

PARK  CLINIC 
MASON  CITY 
515/421-5620 


DERMATOPATHOLOGY 


ASSOCIATED  PATHOLOGISTS,  P.C. 
KINGSLEY  B.  GRANT,  M.D. 

DERMATOPATHOLOGY 

ROGER  C.  UNDO,  M.D. 
i.  MARTIN  JOHNSON,  M.D. 

1026  A.  AVENUE,  N.E. 

CEDAR  RAPIDS  52402 
319/369-7002 
ANATOMIC  AND  CLINICAL 
PATHOLOGY 


ELECTRODIAGNOSIS 


BURTON  STONE,  M.D. 

BURLINGTON  MEDICAL  CENTER 
2910  MADISON  AVENUE 
BURLINGTON  52601 
319/754-7841 

ELECTROMYOGRAPHY  & NERVE 
CONDUCTION  VELOCITY  STUDIES, 
PHYSICAL  MEDICINE  & 
REHABILITATION,  KLEIN 
REHABILITATION  UNIT 


GASTROENTEROLOGY 


DIAGNOSTIC  GASTROENTEROLOGY 
ASSOCIATES,  P.C. 

Y.  PRUSAK,  M.D. 

HARVEY  GILLER,  D.O. 

JEFFREY  STAHL,  M.D. 

943  19TH 
DES  MOINES  50311 
515/288-6097 
PRACTICE  LIMITED  TO 
GASTROENTEROLOGY  AND 
GASTROINTESTINAL  ENDOSCOPY 

JAMES  P.  GOULD,  M.D. 

COLONY  PARK  BLDG. 

37TH  AND  WOODLAND 
WEST  DES  MOINES  50265 
515/225-3122 

PRACTICE  LIMITED  TO 
GASTROENTEROLOGY 

GYNECOLOGY-ONCOLOGY 


FARSHAD  AGAHI,  M.D. 

PARK  CLINIC 
MASON  CITY 
515/421-5625 

INTERNAL  MEDICINE 


RALPH  R.  PRAY,  M.D.,  F.A.C.P. 

1221  CENTER  STREET,  SUITE  15 
DES  MOINES  50309 
515/282-8343 

CHEST,  INFECTIOUS 
DISEASES  & INTERNAL 
MEDICINE  ASSOCIATES,  P.C. 

ROGER  T.  LIU,  M.D. 

INTERNAL  MEDICINE  & PULMONARY 
DISEASES 

DANIEL  H.  GERVICH,  M.D. 

INTERNAL  MEDICINE  & INFECTIOUS 
DISEASES 

1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 

JASJEET  SANGHA,  M.D. 

3118  BROCKWAY  ROAD 
WATERLOO  50701 
319/235-7774 

PRACTICE  LIMITED  TO  HEMATOLOGY 
AND  MEDICAL  ONCOLOGY 


PULMONARY  MEDICINE,  P.C. 
STEVEN  K.  ZORN,  M.D. 
GREGORY  HICKLIN,  M.D. 
4060  WESTOWN  PKWY. 
WEST  DES  MOINES  50265 
515/225-8452 


LEGAL  SERVICES 


MARK  D.  RAVREBY,  M.D.,  J.D. 
1001  OFFICE  PARK  RD. 

WEST  DES  MOINES  50265 
515/225-2979 


NEONATOLOGY 


S.  SAHU,  M.D.,  F.A.A.P. 
NEWBORN  SPECIALIST,  P.C. 
MERCY  MEDICAL 
PLAZA,  SUITE  304 
DES  MOINES  50314 
24  HOUR  515/244-0377 


NEUROLOGY 


ALFREDO  D.  SOCARRAS,  M.D. 

421  LAUREL,  SUITE  408 
DES  MOINES  50314 
515/283-0605 

NEUROLOGY  & ELECTROMYOGRAPHY 

NEUROLOGICAL  ASSOCIATES  OF 
DES  MOINES,  P.C. 

MICHAEL  J.  STEIN,  D.O.,  JOSEPH  M.  DORO, 
D.O.,  DAVID  L.  FRIEDGOOD,  D.O. 

1440  EAST  GRAND  AVENUE,  SUITE  2-C 
DES  MOINES  50316 
515/262-3156 

NEUROLOGY,  ELECTROMYOGRAPHY, 
ELECTROENCEPHALOGRAPHY 


NEUROSURGERY 


NEURO-ASSOCIATES,  P.C. 

JOHN  T.  BAKODY,  M.D.,  ROBERT  C.  JONES, 
M.D.,  STUART  R.  WINSTON,  M.D. 

1034  FOURTH 
DES  MOINES  50314 
515/283-2217 

PRACTICE  LIMITED  TO 
NEUROSURGERY 

JAMES  R.  LAMORGESE,  M.D. 

411  10TH  STREET  S.E. 

CEDAR  RAPIDS  52403 
319/366-0481 

PRACTICE  LIMITED  TO 
NEUROSURGERY 

HOSUNG  CHUNG,  M.D. 

3324  KIMBALL  AVENUE 
WATERLOO  50702 
319/232-8756 

PRACTICE  LIMITED  TO 
NEUROSURGERY 

FRANK  M.  HUDSON,  M.D. 

1221  CENTER 
DES  MOINES  50309 
515/244-3174 

PRACTICE  LIMITED  TO 
NEUROSURGERY 
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EUGENE  E.  HERZBERGER,  M.D. 
MERCY  DRIVE 
DUBUQUE  52001 
319/557-1550 

PRACTICE  LIMITED  TO 
NEUROSURGERY 


OPHTHALMOLOGY 


WOLFE  CLINIC,  P.C. 

OTIS  D.  WOLFE,  M.D.,  RUSSELL  H.  WATT,  M.D., 
JOHN  M.  GRAETHER,  M.D.,  RUSSELL  R. 
WIDNER,  M.D.,  GILBERT  W.  HARRIS.  M.D.. 
JAMES  A.  DAVISON,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1565 


OPHTHALMIC  ASSOCIATES,  P.C. 

ARTHUR  C.  WISE,  M.D.,  ROBERT  D.  WHINERY, 
M.D.,  STEPHEN  H.  WOLKEN,  M.D. 

2409  TOWNCREST  OR. 

IOWA  CITY  52240 
319/338-3623 


NORTH  IOWA  EYE  CLINIC,  P.C. 

HARRY  W.  ALCORN,  M.D.,  ADDISON  W. 
BROWN,  JR.,  M.D.,  M.  L.  LONG,  M.D. 
1307  6TH  STREET,  S.W. 

MASON  CITY  50401 
515/423-8861 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA,  M.D.,  JAMES  W.  WHITE, 
M.D.,  GERALD  J.  COLLINS,  M.D.,  JAMES  E. 
SPOOEN,  M.D. 

1370  DODGE 
DUBUQUE  52001 
319/588-0506 


IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 
ROBERT  T.  BROWN,  M.D.,  ROBERT  G.  SMITS, 
M.O.,  EUGENE  PETERSON.  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 


OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  ERICSON,  M.O. 

JAMES  W.  ROEDER,  M.D. 

939  OFFICE  PARK  RD„  SUITE  121 
WEST  DES  MOINES  50265 
515/225-8665 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

THOMAS  OKNER,  M.D. 

PHILIP  SCHEINBERG,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 

EAR,  NOSE  AND  THROAT  SURGERY, 
HEAD  AND  NECK  SURGERY,  FACIAL 
PLASTIC  SURGERY 


PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1223  CENTER  SUITE  19 
DES  MOINES  50309 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


ORTHOPEDICS 


STEINDLER  ORTHOPEDIC  CLINIC 
WEBSTER  B.  GELMAN,  M.D.,  GERALD  W.  HOWE, 
M.D.,  JAMES  J.  PUHL,  M.D.,  EDWARD  A. 
DYKSTRA,  M.D.,  MICHAEL  M.  DURKEE,  M.D. 
2403  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3606 


PATHOLOGY 


CLINICAL  PATHOLOGY  LABORATORY 
C.  H.  DENSER,  JR.,  M.D.,  M.  A.  MESERVEY, 
M.D.,  A.  R.  PRADHAN,  M.D. 

1073  FIFTH 

DES  MOINES  50314 

515/283-1578 

Iowa  IN-WATS  800/362-5290 

SURGICAL  PATHOLOGY,  CLINICAL 
PATHOLOGY  INCLUDING 
HEMATOLOGY,  CLINICAL  CHEMISTRY 
AND  BACTERIOLOGY  — EXFOLIATIVE 
CYTOLOGY  — RADIOISOTOPES 

PATHOLOGY  ASSOCIATES,  P.C. 

ORLYN  ENGELSTAD,  M.D., 

HARRY  J.  KASSIS,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 
MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY. 


CLINICAL  LABORATORIES 

D.  W.  POWERS,  M.D.,  L.  C.  PANG,  M.D., 

C.  P.  GRYTE,  M.D. 

P.O.  BOX  1683 
AMES  50010 
515/233-2316 

CONSULTATION  IN  LABORATORY 
MEDICINE  AND  PATHOLOGY 


PSYCHIATRY 


J.  C.  N.  BROWN,  M.D. 
2416  TOWNCREST  DR. 
IOWA  CITY  52240 
319/338-7941 


SATTERFIELD  PSYCHIATRIC  ASSOCIATES,  P.C. 
2928  HAMILTON  BLVD. 

SIOUX  CITY  51 104 

712/277-2379 

800/352-4962 

PSYCHIATRIC  THERAPY  — ALL  AGES 

RICHARD  E.  PRESTON,  M.D. 

1221  CENTER  SUITE  8 
DES  MOINES  50309 
515/283-1221 

PRACTICE  LIMITED  TO  PSYCHIATRY  & 
NEUROLOGY 


CEDAR  CENTRE  PSYCHIATRIC  GROUP 
R.  PAUL  PENNINGROTH,  M.D.,  ROBERT  W. 
SHULTICE,  M.D.,  HUNTER  H.  COMLY,  M.D. 
CEDAR  RIVER  TOWER,  SUITE  133 
CEDAR  RAPIDS  52401 
319/365-3993 

ADULT  AND  CHILD  PSYCHIATRY 


JEAN  ARNOLD,  M.D.,  F.A.P.A. 
412  TENTH  AVENUE,  BOX  5036 
CORALVILLE  52241 
319/351-4196 

THERAPY— ALL  AGES 
COUPLE  COUNSELING 


ASSOCIATES  FOR  PSYCHIATRY  P.C. 

WM.  J.  MOERSHEL,  M.D.;  CHAS.  G.  WELLSO, 
M.D.;  EDICK  HARTUNIAN,  M.D.;  S.  ORTEGA, 
M.D.;  FRANCIS  A.  VASQUEZ,  M.D. 

717  A AVENUE,  N.E. 

CEDAR  RAPIDS  52402 
319/364-0116 

Telephone  answered  day  or  night 

ADULT  AND  CHILD  PSYCHIATRY 
MARRIAGE  AND  FAMILY  COUNSELING 
PSYCHOLOGICAL  TESTING 


SURGERY 


A.  B.  GRUNDBERG,  M.D. 

1515  LINDEN 

DES  MOINES  50309 

515/288-5759 

ORTHOPAEDIC  SURGERY,  SURGERY  OF 
THE  HAND 

N.  K.  PANDEYA,  D.O.,  P.C. 

1440  E.  GRAND,  SUITE  2B 
DES  MOINES  50316 
515/265-4251 

PLASTIC  SURGERY,  RECONSTRUCTIVE 
SURGERY  AND  HAND  SURGERY 

PLASTIC  SURGERY  INSTITUTE,  P.C. 

JAMES  0.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICRQVASCULAR  PLASTIC  SURGERY 

WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 
FACIAL  PLASTIC  AND 
RECONSTRUCTIVE  SURGERY 

SINESIO  MISOL,  M.D. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515/244-7272 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


UROLOGY 


A.  W.  WOODWARD,  M.D. 

31 16  BROCKWAY  RD. 
WATERLOO  50702 
319/236-3435 

PRACTICE  LIMITEDTO 
UROLOGY 


April  1982  / 177 


In  The 

Public  Interest 


Much  Needed 
Public  Support 


Even  to  those  of  us  who  may  never  see  or 
possess  that  many  of  them  all  at  once,  a 
million  dollars  hardly  sounds  like  all  that  much 
money  these  days. 

So  a million-dollar  item  in  the  bill  appro- 
priating funds  to  the  State  Board  of  Regents 
may  be  easily  overlooked  this  spring  — even 
by  Iowa  physicians  to  whom  it  should  have 
real  significance. 

If  it  is,  in  fact,  appropriated  by  the  General 
Assembly,  this  particular  million  dollars  will  be 
a modest  beginning  at  reversing  an  unfortu- 
nate trend  in  budgeting  for  the  University  of 
Iowa  College  of  Medicine. 

The  trend?  To  support  a smaller  portion  of  the 
College  of  Medicine  budget  each  year  from 
state  funds. 

Fifteen  years  ago,  one-third  of  the  College 
budget  was  provided  from  the  University 
General  Fund,  which  largely  consists  of  state 
appropriations.  This  year  less  than  one-fourth 
of  the  College  of  Medicine  budget  comes  from 
the  General  Fund.  Thus,  the  state  is  taking  less 
responsibility,  proportionately,  for  a consider- 
ably larger  program. 

By  making  the  College  of  Medicine  in- 
creasingly dependent  upon  federal  granting 
sources,  gifts  and  the  earnings  of  its  faculty, 
the  State  of  Iowa  has  unwittingly  made  its 
medical  college  much  more  vulnerable  to  the 
whims  of  Washington.  And  it  has  put  increas- 
ing pressure  on  the  clinical  faculty. 

Dean  John  Eckstein,  M.D.,  made  a convinc- 
ing case  last  year  for  making  a start  at  restoring 
a better  ratio  among  these  sources.  Then- 
President  Willard  L.  Boyd  and  other  University 
of  Iowa  administrators  supported  Dr.  Eck- 
stein's explanation,  and  the  Regents  included  a 
specific  request  for  $4.9  million,  to  be  used  for 
this  purpose,  in  their  1981-83  appropriation 
request. 


Pessimism  about  the  state's  fiscal  outlook 
led  both  Governor  Ray  and  the  legislature  to 
pass  over  this  increment  of  the  Regents'  re- 
quest last  year.  But  this  year  the  Governor  rec- 
ommended appropriating  $1  million  for  this 
purpose  when  he  delivered  his  budget  mes- 
sage to  the  69th  General  Assembly.  And  the 
legislature's  joint  subcommittee  for  education- 
al appropriations  included  that  amount  in  the 
recommendation  it  made  in  February  to  the 
full  appropriations  committees  of  the  blouse 
and  Senate. 

Among  64  state  medical  colleges  in  a recent 
survey,  Iowa  ranked  56th  in  the  proportion  of 
support  provided  from  state  funds. 

One  reason  why  this  should  hardly  be  a 
source  of  pride  for  Iowans  is  that  the  College  of 
Medicine  provides  instruction  for  several 
thousand  students  each  year  from  colleges 
other  than  Medicine.  The  great  majority  of  these 
students  are  enrolled  in  the  other  three  U.  of  I. 
health  science  colleges  — Dentistry,  Nursing 
and  Pharmacy  — but  a number  are  drawn  from 
various  science  departments  in  the  U.  of  I. 
College  of  Liberal  Arts,  and  still  others  from 
Engineering. 

Fee  income  derived  by  clinical  faculty  mem- 
bers supports  salary  and  general  expense 
budgets  throughout  Medicine,  Dean  Eckstein 
has  said.  "And,"  he  adds,  "through  two  big 
tuition  increases  in  two  years,  we're  calling 
upon  our  students  to  pay  an  ever-greater  share 
of  the  cost  of  their  education." 

An  increased  measure  of  state  support  for 
the  College  of  Medicine  budget  will  add  a 
"much  needed"  measure  of  stability  to  that 
budget,  according  to  Dr.  Eckstein.  For  this 
reason,  it  is  hoped  that  the  million-dollar  incre- 
ment now  proposed  for  that  purpose  will  re- 
main in  the  Regents'  appropriation  bill  all  the 
way  through  legislative  passage  in  both  houses 
and  signature  by  the  governor. 

Iowa  physicians,  and  all  citizens,  for  that 
matter,  should  be  aware  of  these  facts.  We 
need  to  follow  the  progress  of  the  U.  of  I. 
College  of  Medicine  and  support  its  efforts  to 
be  maximally  effective. 


April  1982 
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ADes  Moines  company  with  offices  in  Min- 
neapolis recently  offered  its  employees 
the  option  of  joining  an  HMO.  Not  one  em- 
ployee joined.  At  first  this  might  seem  surpris- 
ing, since  it  is  known  that  approximately  25% 
of  Minneapolis  residents  are  HMO  members. 
And  in  large  companies,  such  as  General  Mills, 
HMO  membership  is  said  to  be  well  over  50% . 

The  Des  Moines  company  gives  its  em- 
ployees a deductible  co-insurance  health  plan 
which  would  require  a rather  substantial 
monthly  out-of-pocket  payment  for  HMO 
coverage.  Employees  apparently  would  rather 
self  insure  than  make  extra  payments  for  com- 
prehensive coverage.  This  is  an  example  of 
effective  cost  containment.  If  you  doubt  this,  I 
recommend  you  read  the  Special  Article  in  the 
December  17  issue  of  the  new  England  jour- 
nal of  medicine  by  Joseph  T.  Newhouse, 
Ph.D.,  et  al,  entitled  Some  Interim  Results  from  a 
Controlled  Trial  of  Cost  Sharing  in  Health  Insur- 
ance. 

Initiated  in  1974,  this  research  project  was 
undertaken  by  the  Rand  Corporation  to  see 
what  effect  co-insurance  and  deductible  insur- 
ance have  on  health  care  costs  in  6 areas  of  the 
United  States;  it  involved  7,706  people.  The 
cost  sharing  plans  were  compared  with  a com- 
prehensive zero  cost  health  plan.  Preliminary 
results  indicate  that  people  with  co-insurance 
and  deductibles  spend  up  to  50%  less  per  year 


than  do  people  with  comprehensive  plans. 
This  results  from  a reduction  in  quantity  of 
services.  No  attempt  was  made  to  reduce  the 
cost  of  individual  services  in  this  study.  Some 
have  felt  that  consumers,  especially  the  poor, 
delay  seeking  necessary  treatment  when  they 
have  deductible  policies.  However,  Dr.  New- 
house presents  evidence  to  dispute  this  allega- 
tion. 

Physicians  have  always  contended  that  pa- 
tients use  services  more  intelligently  when 
they  have  some  responsibility  for  costs.  Here  is 
scientific  evidence  for  this  impression. 

As  physicians,  we  must  provide  leadership 
in  encouraging  the  development  of  the  type  of 
cost-sharing  plans  described  in  the  Rand  re- 
port. 

It  is  interesting  to  note  that  the  report  of  the 
Governor's  Commission  on  Health  Care  Costs 
will  include  a number  of  suggestions  for  de- 
velopment of  similar  cost  sharing  health  insur- 
ance plans. 
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A reputation  takes  years  to  build.  We've  been 
building  ours  as  a major  provider  of  profes- 
sional liability  for  over  50  years,  and  as  the  Iowa 
Medical  Society  sponsored  program  since  1977. 
Since  that  time  /Etna  has  returned  savings  to 
doctors  of  over  $1,1 00,000.  These  substantial 
savings  have  resulted  from  working  closely  with 
your  society  to  provide  successful  risk  manage- 
ment programs. 


Your  society  sponsored  program  continues  to 
offer  high  levels  of  coverage — $5,000,000  and 
higher,  as  well  as  a choice  of  coverage  forms — 
Claims-made  and  Occurrence. 

Our  local  offices  and  skilled  staff  provide  you 
with  ourclaims  expertise. 

At  /Etna  we've  built  our  reputation  by  making 
your  reputation  our  main  concern. 

For  additional  information  write  or  call  your 
IMS/Aetna  account  supervisor,  Dale  Hoing, 
Aetna  Life  & Casualty,  61 1 Fifth  Avenue, 

Des  Moines,  Iowa  50309  (800/362-1809) 


A 

REPUTATION 
YOU  CAN  RELY 

ON. 


The  Automobile  Insurance  Company  of  Hartford,  Connecticut  061 56. 
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THINGS  YOU  SHOULD  KNOW 


IMS  SESSION  FOR  CME  PLANNERS  Planners  of  CME  events  are  welcome  to  attend 

a Wednesday,  May  12  conference  at  IMS  head- 
quarters to  discuss  techniques  of  continuing  education.  The  session  will  be  of 
special  interest  to  hospital  CME  committees  and  chiefs  of  hospital  staffs.  George 
Oetting,  Ed.D. , CME  director,  Medical  Association  of  the  State  of  Alabama,  will  pre- 
sent a workshop  on  development,  measurement  and  evaluation  of  learning  objectives. 

4 hours  of  Category  I credit  are  offered;  the  meeting  begins  at  10  a.m.  Contact  IMS 
for  more  info. 


COST  OF  CARE  COMMISSION  The  Governor's  Commission  on  Health  Care  Costs 

is  expected  to  file  its  first  major  report  in 
May.  This  report  follows  Commission  evaluation  of  statements  received  from  interested 
organizations  and  individuals  after  release  of  its  preliminary  comments.  IMS  Board 
Chairman  M.E.  Kraushaar,  M.D.,  presented  a Society  statement  at  a March  24  Commission 
hearing. 

NURSING  MATTERS  The  State  Administrative  Rules  Committee 

acted  April  13  to  again  delay  implementation 
of  minimum  standards  proposed  by  the  Board  of  Nursing.  This  delay  is  in  effect  un- 
til 45  days  into  the  1983  session  of  the  General  Assembly.  Several  options  are  being 
considered  as  to  the  future  of  the  proposed  rules.  Also,  on  April  21,  the  IMS  MD-RN 
met  with  the  Board  of  Nursing  to  consider  draft  standards  for  advanced  nurse  practi- 
tioners. 


RELICENSURE  REMINDER  Applications  for  1983  relicensure  have  been 

mailed  by  the  State  Board  of  Medical  Examiners. 
These  apps  include  the  continuing  education  report  form.  Deadline  for  completion  and 
return  is  May  31. 


RABIES  BIOLOGICS  DISTRIBUTION  The  State  Department  of  Health  has  issued  a 

statement  on  the  distribution  of  rabies  bio- 
logies in  Iowa.  The  SDH  memo  from  R.W.  Currier,  chief,  Disease  Prevention  Division, 
supports  a regional  voluntary  network  for  obtaining  rabies  biologies.  Network  hos- 
pitals would  stock  appropriate  biologies  with  physicians  encouraged  to  meet  any  needs 
from  network  facilities.  Physicians  using  the  biologies  will  be  billed  for  them. 

The  SDH  memo  is  available  from  the  IMS  on  request. 


HEALTH  CONCERNS  OF  ADOLESCENTS  Five  regional  conferences  on  adolescent  health 

are  set  in  May  under  partial  sponsorship  of 

the  Iowa  Medical  Foundation.  The  sessions  are  for  parents,  physicians,  nurses,  teachers, 
etc.,  --  those  who  work  with  youth.  Cities  and  dates  are  Sioux  City  (12th),  Mason  City 
(19th),  Bettendorf  (21st),  Waterloo  (26th)  and  Des  Moines  (28th). 


IMS  MEMBERSHIP  HOLDING  1982  membership  in  the  Iowa  Medical  Society  is 

holding  strong.  As  of  mid-March,  total  mem- 
bership stood  at  3,050,  covering  all  categories;  there  were  2,368  active  members.  IMS 
district  councilors  are  encouraging  renewal  among  the  few  delinquents. 

HEALTH  BLITZ  IN  DES  MOINES  Nutrition,  safety,  fitness,  living  habits,  etc., 

are  topics  of  a May  Health  Blitz  in  Des  Moines. 
Area  shopping  centers  will  be  the  focus  for  the  displays,  exhibits,  etc.  The  event  is 
a project  of  the  Polk  County  Health  Education  Coordinating  Council  with  the  Polk  County 
Medical  Society  Auxiliary  actively  involved. 


INSECT  STING  FATALITIES  Deaths  suspected  from  insect  stings  are  being 

studied  by  the  American  Academy  of  Allergy. 
Those  conducting  the  study  are  seeking  10  cc  of  serum  from  any  patient  with  a sus- 
pected insect  sting  death.  A short  clinical  history  is  desired,  as  well  as  an  autopsy 
report,  if  any.  Information  on  this  project  is  available  from  Joel  D.  Teigland,  M.D., 
1212  Pleasant,  Suite  109,  Des  Moines  50309. 


An  added  complication... 

In  the  treatment  of  bacterial  bronchitis* 


•Many  authorities  attribute  acute  infectious  exacerbation  of 
chronic  bronchitis  to  either  S pneumoniae  or  H influenzae 8 
Note:  Ceclor  is  contraindicated  in  patients  with  known  allergy  to 
the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever.  See  prescribing  information. 
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Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.5-6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


Pulvules®,  250  and  500  mg 


percent  of  patients  and  include  morbilliform  eruptions  (1  in  100). 
Pruritus,  urticaria,  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients.  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and,  frequently,  fever)  have  been  reported. 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor®  (cefaclor).  Such  reactions  have  been  reported  more 
frequently  in  children  than  in  adults.  Signs  and  symptoms  usually 
occur  a few  days  after  initiation  of  therapy  and  subside  within  a 
few  days  after  cessation  of  therapy.  No  serious  sequelae  have 
been  reported.  Antihistamines  and  corticosteroids  appear  to 
enhance  resolution  of  the  syndrome 
Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 
Other  effects  considered  related  to  therapy  included  eosinophilia 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in 
100  patients). 

Causal  Relationship  Uncertain- Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 
Hepatic- Slight  elevations  in  SGOT,  SGPT,  or  alkaline 
phosphatase  values  (1  in  40). 

Hematopoietic- Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

Renal- Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200).  [1OO201R] 


Contraindication:  Ceclor  is  contraindicated  in  patients  with 
known  allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings:  in  penicillin-sensitive  PATIENTS,  CEPHALOSPORIN 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS, 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS,  INCLUDING  ANAPHYLAXIS,  TO  BOTH  DRUG  CLASSES. 

Antibiotics,  including  Ceclor,  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs 

Precautions:  If  an  allergic  reaction  to  cefaclor  occurs,  the  drug 
should  be  discontinued,  and,  if  necessary,  the  patient  should  be 
treated  with  appropriate  agents,  eg,  pressor  amines,  antihistamines, 
or  corticosteroids. 

Prolonged  use  of  cefaclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms.  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during 
treatment  with  the  cephalosporin  antibiotics  In  hematologic 
studies  or  in  transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the  minor  side  or  in  Coomb 
testing  of  newborns  whose  mothers  have  received  cephalosporin 
antibiotics  before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function.  Under  such  a condition,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 

As  a result  of  administration  of  Ceclor,  a false-positive  reaction 
for  glucose  in  the  urine  may  occur.  This  has  been  observed  with 
Benedict's  and  Fehling's  solutions  and  also  with  Clinitest® 
tablets  but  not  with  Tes-Tape®  (Glucose  Enzymatic  Test  Strip, 
USP,  Lilly). 

Usage  in  Pregnancy- Although  no  teratogenic  or  antifertility 
effects  were  seen  in  reproduction  studies  in  mice  and  rats  receiving 
up  to  12  times  the  maximum  human  dose  or  in  ferrets  given  three 
times  the  maximum  human  dose,  the  safety  of  this  drug  for  use  in 
human  pregnancy  has  not  been  established.  The  benefits  of  the 
drug  in  pregnant  women  should  be  weighed  against  a possible 
risk  to  the  fetus. 

Usage  in  Infancy- Safety  of  this  product  for  use  in  infants 
less  than  one  month  of  age  has  not  been  established 


Adverse  Reactions:  Adverse  effects  considered  related  to 
cefaclor  therapy  are  uncommon  and  are  listed  below: 
Gastrointestinal  symptoms  occur  in  about  2.5  percent  of 
patients  and  include  diarrhea  (1  in  70)  and  nausea  and  vomiting 
(1  in  90). 

As  with  other  broad-spectrum  antibiotics,  colitis,  including  rare 
instances  of  pseudomembranous  colitis,  has  been  reported  in 
conjunction  with  therapy  with  Ceclor 
Hypersensitivity  reactions  have  been  reported  in  about  1 .5 


Additional  information  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana  46285 

Eli  Lilly  Industries,  Inc. 

Carolina,  Puerto  Rico  00630 


Brlet  Summary. 

Consult  the  package  literature  tor  prescribing  Intormatlon. 
Indications  and  Usage:  Ceclor®  (cefaclor,  Lilly)  is  indicated  in 
the  treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms: 

Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae), 
Haemophilus  influenzae,  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor. 


BLUES'  NEW  SYSTEM 


In  February,  Blue  Cross  and  Blue  Shield  of  Iowa 
converted  to  a new  data  processing  syste?n  known  as 
the  Iowa  Regular  Business  System  (IRBS).  De- 
signed to  better  integrate  and  automate  the  Plans' 
claims  processing,  membership  and  actuarial  capa- 
bilities, the  new  system  is  well  underway,  although 
efforts  to  fine-tune  its  operations  continue.  Com- 
menting here  on  the  progress  is  John  Ortner,  direc- 
tor, Provider  and  Professional  Relations,  Blue 
Cross/Blue  Shield. 


How  is  the  implementation  of  IRBS  pro- 
gressing? 

Considering  this  system  conversion  was 
perhaps  the  most  comprehensive  and  intricate 
of  any  ever  attempted  by  the  Blue  Cross  and 
Blue  Shield  Plans  across  the  country,  we  are 
quite  pleased  with  the  progress  made  so  far. 
We  knew  from  the  onset  conversion  to  the  new 
system  would  require  massive  planning  and 
hard  work  from  our  employees,  as  well  as 
education  and  cooperation  on  the  part  of  our 
subscribers  and  providers. 

While  we  expected  to  experience  a tempo- 
rary increase  in  claims  inventory,  we  have 
been  successful  in  reducing  that  inventory  sig- 
nificantly and  are  close  to  returning  to  our  pre- 
vious service  standards. 

Of  course,  there  is  still  work  to  be  done  as  we 
continue  to  fine-tune  the  system  and  improve 
its  many  capabilities.  A top  priority  from  the 
beginning  of  our  conversion  was  an  emphasis 
on  accuracy  and  this  continues  to  be  a primary 
goal. 


We  appreciate  the  assistance  of  the  medical 
community  in  helping  us  identify  errors  and 
ask  for  its  continued  patience  as  we  work  to 
correct  problems  that  have  been  encountered. 

Why  was  the  new  system  necessary? 

As  demands  for  more  flexibility  and  uni- 
formity in  claims  processing  and  benefit  ad- 
ministration surfaced  in  the  marketplace,  we 
were  forced  to  stretch  the  capabilities  of  our  old 
system  beyond  what  it  was  originally  designed 
to  do. 

We  now  have  an  automated  system  that 
allows  us  to  be  more  efficient  in  gathering  and 
maintaining  membership  data,  in  processing 
claims  from  all  lines  of  business  simultaneous- 
ly, and  ultimately  in  establishing  more  refined 
rating  mechanisms.  The  system  supports  not 
only  those  key  functions  but  its  data  base  also 
will  be  used  for  research  activities  in  many 
other  areas  of  our  business. 

For  physicians,  the  system  allows  us  to  pro- 
vide multiple  payments  on  one  check  and 
direct  payment  for  Major  Medical  covered  ser- 
vices. It  provides  more  specific  messages  on 
explanations  of  health  care  benefits  forms  and 
includes  separate  listings  for  rejected  claims. 
And  it  was  designed  to  accommodate  paper- 
less claims  processing  and  the  significant 
growth  expected  in  that  area. 

When  do  you  expect  your  operations  to  return 
to  normal? 

To  a certain  degree,  many  of  our  internal 
operations  have  already  returned  to  normal. 
We  invested  a tremendous  amount  of  effort  in 
training  our  employees  to  operate  within  the 
guidelines  of  the  new  system  and  will  continue 
to  provide  more  training. 

In  the  meanwhile,  we  are  continuing  to 
identify  and  correct  any  "bugs"  in  the  system, 
reduce  our  claims  inventory,  and  concentrate 
on  accuracy  and  improved  service.  By  May,  we 
expect  to  be  close  to  our  previous  service  stan- 
dards. 

Service  inquiries  may  be  directed  to  our  Pro- 
vider Service  Center  or  to  our  professional  rela- 
tions representatives.  We  will  continue  to  in- 
form physicians  of  any  new  procedures  related 
to  the  new  system  through  workshops  sched- 
uled for  later  this  year.  In  the  interim,  we  wel- 
come any  questions  on  the  implementation 
and  progress  of  IRBS. 
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You're  helping  us 
keep  health  care  costs 
on  a low-fat  diet. 


Last  year,  with  your  help,  Blue  Cross  and 
Blue  Shield  of  Iowa  helped  trim  the  cost  of 
health  care  for  our  subscribers. 

Programs  like  utilization  Review,  which 
monitors  inpatient  admissions  for 
medical  necessity,-  outpatient  surgeries, 
and  expansion  of  coverage  for  out- 
patient testing  have  provided  a good 
start  toward  controlling  costs. 

Physician  support  is  critical  to  the 
success  of  these  cost  containment 


measures.  By  encouraging  the  increased 
use  of  outpatient  surgery  when 
medically  appropriate  and  by  ordering 
outpatient  testing,  you  have 
demonstrated  your  interest  in  joining  the 
battle  against  rising  health  care  costs  in 
Iowa. 

we  all  need  to  continue  to  cut  the  fat 
out  of  health  care  costs. 

A united  effort  can  keep  those  costs 
on  a low  fat  diet. 


Blue  Cross 
Blue  Shield 


of  Iowa 


Mediastinoscopy  for  Diagnosis 
And  Staging  of  Lung  Disease 


KENT  C.  THIEMAN,  M.D., 
HOOSHANG  SOLTANZADEH,  M.D., 
RICHARD  TOON,  M.D.,  and 
RONALD  K.  GROOTERS,  M.D. 


Carcinoma  of  the  lung  remains  the  most 
common  malignancy  in  American  men 
and  the  incidence  has  shown  a dramatic  in- 
crease in  American  women.  With  the  excep- 
tion of  oat  cell  carcinoma,  which  has  recently 
shown  some  responsiveness  to  chemotherapy, 
the  management  of  lung  cancer  has  remained 
almost  entirely  surgical.  However,  from  23- 
50%  of  patients  with  carcinoma  of  the  lung  are 
inoperable.1  Mediastinoscopy,  as  introduced 
in  1959  by  Carlens,2  provides  a means  of  stag- 
ing patients  and  thereby  reducing  unnecessary 
thoracotomies.  This  is  especially  important 
when  one  realizes  the  operative  mortality  ex- 
ceeds the  5 year  survival  rate  in  patients  with 
mediastinal  node  involvement.  This  paper  will 
present  a consecutive  series  of  mediastinosco- 
pies and  discuss  the  procedure  in  terms  of 
anatomy,  techniques,  indications  and  com- 
plications. 

MATERIAL 

A total  of  88  patients  underwent  cervical 
mediastinoscopy  from  April,  1977  to  August, 

The  authors  are  associated  with  the  Department  of  Surgery,  Iowa 
Methodist  Medical  Center,  Des  Moines,  Iowa. 


From  this  series  of  88  procedures  it  is  concluded  the 
mediastinoscopy  is  a safe , effective  method  of  diagnos- 
ing both  benign  and  malignant  diseases  of  mediastinal 
nodes.  The  authors  also  describe  the  staging  of  patients 
with  carcinoma  of  the  lung  to  diminish  the  number  of 
unnecessary  thoracotomies. 


1981  at  the  Iowa  Methodist  Medical  Center. 
There  were  25  females  and  63  males.  Seventy- 
two  patients  ultimately  had  malignant  disease 
diagnosed  and  16  patients  had  benign  dis- 
eases. The  average  age  of  patients  with  malig- 
nant disease  was  65.5  years  with  a range  of  40 
to  81.  The  average  age  of  patients  with  benign 
disease  was  49.1  years  with  a range  of  25  to  79. 

Of  the  16  patients  in  whom  benign  disease 
was  ultimately  diagnosed,  13  patients  had  hilar 
or  mediastinal  adenopathy  on  chest  x-ray.  All 
13  had  diagnostic  mediastinoscopies.  Ten  of 
these  13  patients  had  noncaseating  granulo- 
mas compatible  with  sarcoidosis.  Two  patients 
had  caseating  granulomas  and  tuberculosis 
was  ultimately  documented  in  both.  The  re- 
maining patient  had  necrotizing  granuloma- 
tous inflammation  of  the  mediastinal  nodes  of 
undetermined  etiology.  The  3 patients  in 
whom  mediastinoscopy  was  nondiagnostic 
had  either  peripheral  masses  or  infiltrates  on 
chest  x-ray.  Two  of  these  patients  had  necrotiz- 
ing granulomatous  processes  diagnosed  at 
thoracotomy.  The  third  patient  did  not  under- 
go thoracotomy. 

Of  the  68  patients  in  whom  primary  malig- 
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TABLE  I 

PRIMARY  MALIGNANCY 


68  Patients 

23  Positive  (33.8%) 

33  Squamous 

5 Positive  (15.1  %) 

27  Adenocarcinoma 

10  Positive  (41.6%) 

1 1 Anaplastic 

8 Positive  (72.7%) 


nant  disease  was  ultimately  diagnosed,  33 
(48.5%)  had  squamous  carcinoma,  24  (35.3%) 
had  adenocarcinoma,  and  11  (16.2%)  had  ana- 
plastic (oat  cell  or  large  cell)  carcinoma.  Over- 
all, 23  (33.8%)  of  the  mediastinoscopies  in  this 
group  showed  metastasis  to  the  mediastinal 
nodes  (see  Table  I).  Twenty-two  of  these  pa- 
tients were  spared  an  unnecessary  thoracot- 
omy. One  patient  underwent  a subsequent 
thoracotomy  for  drainage  of  an  abscess  and 
biopsy  of  hilar  nodes.  Of  the  45  patients  with 
negative  mediastinoscopies,  44  underwent 
thoracotomy.  Three  patients  were  unresect- 
able  because  of  metastatic  disease.  Therefore, 
mediastinoscopy  successfully  predicted  resect- 
ability in  41  of  44  patients  (93%). 

Of  the  33  patients  with  squamous  cell  carci- 
noma, only  5 had  positive  mediastinoscopies. 
Two  of  6 patients  who  had  enlarged  mediasti- 
nal or  hilar  nodes  on  chest  x-ray  had  positive 
mediastinoscopies.  None  of  the  16  patients 
with  peripheral  masses  had  positive  mediasti- 
noscopy. Three  of  10  with  infiltrates  or  at- 
electasis had  positive  mediastinal  nodes.  One 
patient  who  had  recurrent  squamous  carcino- 
ma at  a tracheostomy  site  had  a negative 
mediastinoscopy. 

Of  the  24  patients  with  adenocarcinoma  of 
the  lung,  all  4 with  enlarged  mediastinal  or 
hilar  nodes  on  chest  x-ray  had  positive  medias- 
tinal nodes.  Five  of  19  patients  with  peripheral 
masses  had  mediastinal  node  involvement. 
One  patient  with  an  infiltrate  also  had  positive 
mediastinoscopy. 

Of  the  patients  with  anaplastic  carcinoma,  8 
of  9 with  enlarged  hilar  or  mediastinal  nodes 
on  x-ray  had  positive  mediastinoscopies. 
Neither  of  the  2 patients  with  peripheral  mass- 
es had  mediastinal  node  involvement. 

Four  additional  patients  underwent  medias- 
tinoscopy and  were  subsequently  proven  to 
have  pulmonary  metastases.  The  2 patients  in 


whom  mediastinoscopy  was  negative,  had 
thoracotomies  with  findings  of  metastatic  rec- 
tal cancer  and  metastatic  malignant  melanoma. 
One  patient  had  negative  nodes  biopsied  dur- 
ing mediastinoscopy,  but  supraclavicular 
nodes  palpated  during  mediastinoscopy  and 
biopsied  through  a second  incision  were  posi- 
tive for  breast  cancer.  One  patient  had  met- 
astatic renal  cell  carcinoma  diagnosed  at 
mediastinoscopy. 

There  were  no  deaths  attributed  to  either 
mediastinoscopy  or  to  the  anesthetic  in  this 
series.  There  were  no  major  complications. 
The  only  minor  complication  was  a small 
wound  hematoma. 

DISCUSSION 

The  lymph  nodes  which  are  accessible  to 
mediastinoscopy  are  the  paratracheal  and 
tracheobronchial  lymph  nodes.  The  tracheo- 
bronchial nodes  are  divided  into  the  inferior 
tracheobronchial  nodes  located  subcarinally 
and  the  superior  tracheobronchial  nodes  lo- 
cated in  the  angle  between  the  trachea  and  the 
mainstem  bronchus  of  either  side.  The  para- 
tracheal nodes  form  the  link  between  the  su- 
perior tracheobronchial  nodes  and  the  scalene 
nodes  on  the  right.  The  left  paratracheal  nodes 
are  somewhat  fewer  in  number  and  form  a less 
consistent  link  between  the  left  superior 
tracheobronchial  nodes  and  the  left  scalene 
nodes. 

Nohl-Oser3  has  outlined  the  pattern  of 
mediastinal  metastases  of  lung  cancer.  Right 
lung  lesions  metastasize  first  to  the  right  su- 
perior tracheobronchial  nodes,  then  to  the  par- 
atracheal nodes,  and  later  to  the  right  scalene 
nodes.  Right  upper  lobe  lesions  metastasize 
rarely  to  the  inferior  tracheobronchial  nodes, 
while  right  lower  lobe  lesions  frequently 
spread  by  this  route.  Overall,  right  lung  le- 
sions metastasize  to  contralateral  nodes  only 
3%  of  the  time. 

Lymphatic  spread  of  left  lung  lesions  is  com- 
pletely different  from  that  of  right  sided  le- 
sions. Contralateral  spread  occurs  at  least  as 
frequently  as  ipsilateral  spread.  This  phe- 
nomenon is  explained  primarily  by  left  lower 
lobe  metastasis  to  the  inferior  tracheobronchial 
nodes  and  subsequently  to  the  right  superior 
tracheobronchial  nodes.  Left  paratracheal 
metastases  occur  less  frequently  than  left 
scalene  node  spread.  This  paradox  is  explained 
by  the  spread  via  the  anterior  mediastinal 
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nodes  on  the  left  and  then  to  the  scalene 
nodes.  The  anterior  mediastinal  nodes  are  not 
accessible  during  mediastinoscopy  because 
they  lie  anterior  to  the  great  vessels. 

As  mentioned  earlier,  the  technique  of 
mediastinoscopy  was  first  described  by  Car- 
lens  in  1959.  Under  general  anesthesia  with 
patient  in  the  supine  position  and  the  neck 
extended,  a transverse  incision  is  made  2 cm 
above  the  sternal  notch  and  carried  down 
through  the  subcutaneous  and  platysmal 
layers.  The  strap  muscles  are  separated  in  the 
midline  and  retracted  laterally.  The  dissection 
is  carried  down  through  the  pretracheal  fascia. 
Blunt  dissection  with  the  index  finger  is  then 
used  to  develop  a plane  just  anterior  to  the 
trachea.  Palpation  for  masses  is  helpful  during 
the  blunt  dissection.  The  mediastinoscope 
(Figure  1)  is  inserted  and  blunt  dissection  with 
a long  suction-cautery  device  is  carried  out  in 
the  right  and  left  paratracheal,  superior 
tracheobronchial  and  inferior  tracheobronchial 
areas.  Any  suspicious  masses  of  nodes  are 
aspirated  with  a long  needle  to  avoid  possible 
problems  with  major  vascular  structures.  Biop- 
sy is  performed  using  biopsy  forceps.  While 
specimens  are  processed  for  frozen  section, 
bleeders  are  cauterized  and  the  wound  is 
packed  with  a sponge  for  several  minutes.  The 
sponge  is  removed,  hemastasis  is  again 
checked  and  the  platysma  and  skin  layers  are 
then  closed. 

Indications  for  mediastinoscopy  in  this 
series  include:  1)  staging  for  proven  primary 
carcinoma  of  the  lung  to  determine  resectabili- 
ty; 2)  undiagnosed  mediastinal  or  hilar 
adenopathy  on  chest  x-ray;  3)  undiagnosed 
peripheral  masses  or  persistent  infiltrates  on 
chest  x-ray  which  are  suspicious  for  malignan- 
cy. 

Relative  contraindications  include:  1) 
documented  distant  metastases;  2)  evidence  of 
superior  vena  caval  obstruction;  3)  bleeding 
disorders,  unless  correctable;  4)  previous 
mediastinal  irradiation.  Trinkle4  has  however 
used  mediastinoscopy  to  successfully  di- 
agnose 11  patients  with  superior  vena  caval 
syndrome  without  any  complications. 

Ashbaugh,5  in  a collected  series  of  6,543  pa- 
tients, reported  a mortality  of  0.09%.  Only 
deaths  attributed  to  the  mediastinoscopy  or 
anesthesia  were  included.  The  morbidity  rate 
was  1.5%.  Hemorrhage,  pneumothorax  and 
recurrent  nerve  injury  represent  the  most  com- 


Figure  1 . The  mediastinoscope  is  shown  at  left.  From  top  to 
bottom  at  right,  the  biopsy  forceps,  aspirating  needle  and  suction 
cautery  device. 


mon  complications.  Less  common  complica- 
tions include  infection,  tumor  implants,  and 
phrenic  nerve  injury.  As  mentioned  earlier, 
there  were  no  deaths  and  no  major  complica- 
tions attributed  to  mediastinoscopy  in  this 
series. 

CONCLUSION 

Mediastinoscopy  is  a safe,  effective  method 
of  diagnosing  both  benign  and  malignant  dis- 
eases of  mediastinal  nodes  and  of  staging  pa- 
tients with  carcinoma  of  the  lung  to  diminish 
the  number  of  unnecessary  thoracotomies.  It  is 
more  effective  in  patients  with  anaplastic  carci- 
noma or  adenocarcinoma  and  in  patients  with 
mediastinal  or  hilar  adenopathy  on  chest  x-ray. 
It  is  less  effective  in  patients  with  peripheral 
pulmonary  masses,  especially  those  caused  by 
squamous  cell  carcinoma.  It  is  of  little  benefit  in 
patients  with  left  upper  lobe  lesions,  unless 
there  is  evidence  of  mediastinal  or  hilar  aden- 
opathy on  chest  x-ray.  The  use  of  mediastinos- 
copy has  resulted  in  a 93%  resectability  rate  in 
patients  undergoing  thoracotomy  for  primary 
carcinoma  of  the  lung.  Mediastinoscopy  pre- 
vents unnecessary  thoracotomy  in  32%  of  pa- 
tients with  lung  cancer  in  this  series. 
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Psammoma  bodies  (calcospherites)  are  a 
common  histologic  finding  in  neoplasms 
arising  in  the  ovary,  thyroid  and  meninges. 
Neoplasms  arising  in  the  lung,  fallopian  tubes 
and  pancreas  have  also  occasionally  demon- 
strated these  structures.  In  nearly  all  cases,  the 
tumor  histology  is  that  of  a papillary  adenocar- 
cinoma. In  gynecology  the  major  site  of  such 
tumors  and  the  most  common  source  of  psam- 
moma bodies  is  the  epithelial  tumors  of  the 
ovary.  In  rare  situations  psammoma  bodies  are 
seen  in  a papillary  adenocarcinoma  of  the  en- 
dometrium. The  case  reported  here  represents 
the  ninth  case  reported  in  the  literature  and  the 
first  to  have  it  in  association  with  polycystic 
ovaries. 

CASE  REPORT 

The  patient  is  a 37-year-old,  obese  G2  P1011 
who  has  been  followed  by  the  University  of 

The  authors  are  associated  with  the  Division  of  Gynecologic  Oncology, 
Department  of  Obstetrics  and  Gynecology,  and  Department  of  Patholo- 
gy, University  of  Iowa  Hospitals  and  Clinics.  This  study  was  supported 
by  a Junior  Faculty  Clinical  Fellowship  of  the  American  Cancer  Society 
held  by  Dr.  Roberts.  Since  the  paper  was  prepared  Dr.  Roberts  has 
become  an  assistant  professor.  Division  of  Gynecologic  Oncology,  Uni- 
versity of  Michigan  Medical  School. 


Psammoma  bodies  are  a common  finding  in  many  neo- 
plasms. In  gynecology,  the  ovary  is  the  most  common 
source.  In  rare  situations,  psammoma  bodies  develop  in 
association  with  papillary  adenocarcinoma  of  the  en- 
dometrium. The  case  reported  here  is  the  ninth  such 
tumor  described  in  the  English  literature.  A review  of  the 
literature  indicates  a remarkably  high  association  with 
deep  myometrial  invasion. 


Iowa  Hospitals  and  Clinics  since  birth.  Her 
gynecologic  problems  began  in  1965  at  the  age 
of  22  when  she  developed  irregular  menses. 
Later  that  year  she  had  a term  pregnancy 
which  was  complicated  by  mild  preeclampsia. 
She  next  presented  at  age  29  with  hyperten- 
sion (BP  160/110),  obesity  (Wt:  122  kg),  oli- 
gomenorrhea and  hirsutism.  A diagnosis  of 
polycystic  ovaries  was  made.  She  then  pre- 
sented at  age  35  with  an  18-month  history  of 
vaginal  spotting.  An  endometrial  biopsy  re- 
vealed endometrial  hyperplasia.  She  was 
placed  on  10  mg  of  Medroxyprogesterone  ace- 
tate daily.  Semi-annual  endometrial  sampling 
revealed  atrophic  endometrium.  She  discon- 
tinued this  medication  18  months  later  at  the 
time  of  a surgical  gastric  bypass.  Three  months 
postoperatively  an  endometrial  biopsy  re- 
vealed few  glands  with  focal  decidual  reaction 
and  many  psammoma  bodies  (Figure  1A).  A 
fractional  D&C  and  laparoscopy  were  per- 
formed. The  ovaries  appeared  enlarged,  cystic 
and  sclerotic.  Peritoneal  washings  obtained  at 
this  time  were  negative.  The  endometrial 
curettings  contained  a well-differentiated 
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Figure  1 . A:  Endometrial  biopsy  showing  few  glands  and  psam- 
moma bodies.  B:  Well-differentiated  papillary  adenocarcinoma 
obtained  by  D&C  (Hematoxylin  and  eosin.  X 80). 


Figure  3.  Myometrial  involvement  with  well-differentiated  papil- 
lary adenocarcinoma  with  psammoma  body  formation  (Hematoxy- 
lin and  eosin.  X 80). 


papillary  adenocarcinoma  (Figure  IB).  Two 
months  later  she  underwent  a total  abdominal 
hysterectomy,  bilateral  salpingooopho- 
rectomy,  pelvic  lymph  node  sampling  and 
peritoneal  washings.  Postoperatively  she  re- 
ceived a full  course  of  radiation  therapy  to  the 
pelvis.  She  is  asymptomatic  with  no  evidence 
of  disease  one  year  after  treatment. 

PATHOLOGICAL  EXAMINATION 

The  uterus  was  of  normal  size  and  shape. 
The  ovaries  were  both  enlarged  (approximate- 
ly 4 x 2.5  x 2 cm)  and  multicystic  (Figure  2A). 
The  endometrial  cavity  was  filled  bya4x2x0.5 
cm  tan  exophytic  mass  (Figure  2B).  Sections 


Figure  2.  Surgical  specimen  with:  A:  normal  sized  uterus  and 
slight  ovarian  enlargement;  B:  open  uterine  cavity  filled  with  the 
tumor  mass;  C:  cross-section  of  ovary  showing  only  multiple  cysts. 


Figure  4.  Peritoneal  washings  obtained  at  the  time  of  hys- 
terectomy showing  adenocarcinoma  cells  and  several  psammoma 
bodies  (Papanicolaou  method  X 200). 


through  the  mass  and  its  underlying  myome- 
trium revealed  a well-differentiated  papillary 
adenocarcinoma  which  invaded  the  outer  third 
of  the  myometrium  (Figure  3).  Dark  purple 
laminate  psammoma  bodies  were  found 
throughout  the  myometrium,  both  in  areas 
containing  tumor  and  in  those  with  no  obvious 
tumor.  A cross  section  of  the  ovary  shows  mul- 
tiple cystic  structures  (Figure  2C).  The  peri- 
toneal washings  revealed  clumps  of  tumor 
cells  in  association  with  psammoma  bodies 
(Figure  4).  The  pelvic  lymph  nodes  showed 
reactive  sinus  histiocytosis. 

(Please  turn  to  page  198) 
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DISCUSSION 

The  mechanism  involved  in  the  production 
of  psammoma  bodies  in  connection  with  neo- 
plasms is  not  well  understood.  Three  mecha- 
nisms for  their  formation  have  been  pos- 
tulated: 1)  that  they  result  from  tumor  necro- 
sis induced  by  chemotherapy  or  radiation 
therapy;2  2)  they  are  the  products  of  basic  pro- 
teins and  acid  mucopolysaccharides  secreted 
within  cells;4  and  3)  that  a cell  type  found  in 
papillary  adenocarcinomas  contains  concentri- 
cally arranged  juxtanuclear  fibrils  which  form 
the  framework  for  the  deposition  of  calcium 
apatite.  These  cells  are  thought  to  be  histologi- 
cally similar  to  cells  found  in  meningiomas. 
The  continued  deposition  of  these  secretory 
products  results  in  complete  destruction  of  the 
cells  and  formation  of  a psammoma  body. 

With  the  addition  of  the  present  case  there 
have  now  been  9 cases  of  pure  endometrial 
adenocarcinoma  with  psammoma  bodies  re- 
ported in  the  English  literature  (Table  I).  A 


review  of  the  literature2'6  shows  that  7 out  of  9 
cases  reported  were  associated  with  deep  my- 
ometrial  invasion.  It  is  well  recognized  that 
myometrial  invasion  is  more  common  in  poor- 
ly differentiated  tumors  as  well  as  advanced 
disease,  but  it  is  interesting  to  note  that  of  the  7 
cases  reported  in  the  literature  with  deep 
myometrial  invasion,  4 were  in  patients  with 
well-differentiated  tumors  and  2 were  in  mod- 
erately differentiated  tumors.  Only  2 cases 
were  more  advanced  than  stage  II  disease. 
Although  the  number  of  cases  reported  is  too 
small  to  draw  any  conclusions,  the  association 
of  deep  myometrial  invasion  in  these  well- 
differentiated  tumors  and  early  lesions  is  strik- 
ing. 

Adenocarcinoma  of  the  endometrium  with 
myometrial  invasion  is  associated  with  a high 
incidence  of  pelvic  and  para-aortic  lymph  node 
metastases  and  with  poor  prognosis.1  In  this 
group  of  patients  there  was  1 postoperative 
death.  Of  the  8 patients  that  can  be  evaluated 
for  survival,  2 died  of  disease  and  2 were  listed 


TABLE  I 


Summary  of  Reported  Cases  of  Pure  Endometrial  Adenocarcinoma  With  Psammoma  Bodies 


Authors 

Age 

(Yr.) 

Endometrial 

Pathology 

Myometrial 

Invasion 

Ovarian 

Pathology 

Treatment 

Outcome 

Karpas  & Bridge 

55 

Adenocar- 
cinoma. G1 

Deep 

Supracervical 
Hyst.  BSO 
Postop  Radium 

DOD  — 14  yrs. 

Spjut,  et  al 

54 

Adenoca. 

G1 

Deep 

Tumor 

Implants 

TAH-BSO 

LWD  — 6 mo. 

Hameed  & Morgan 

77 

Papillary 
Adenoca.  G3 

None 

None 

Preop  Radium 
TAH-BSO 

Postop  Death 

Factor  Case  #1 

61 

Papillary 
Adenoca.  G3 

Deep 

None 

TAH-BSO 
Postop  R.T. 

NED  — 4 mo. 

Case  #2 

66 

Papillary 
Adenoca.  G2 

Deep 

Fibro- 

thecoma 

Melphalan, 
Cytoxan,  5-FU, 
Methotrexate 

DOD  — 1 1 mo. 

Case  #3 

60 

Papillary 
Adenoca.  G2 

Significant 

Invasion 

None 

Preop  R.T. 
TAH-BSO 

NED  — 2 mo. 

Livolsi  Case  #1 

73 

Papillary 
Adenoca.  G1 

No  Tumor 
In  Specimen 

None 

Preop  Radium 
Radical  Hyst. 

NED  — 4 yrs. 

Case  #2 

64 

Papillary 
Adenoca.  G2 

Deep 

None 

Preop  Radium 
TAH-BSO 
Postop  R.T. 

LWD  — 14  mo. 

Present  Report 

37 

Papillary 
Adenoca.  G1 

Deep 

Polycystic 

Ovaries 

TAH-BSO 
Postop  R.T. 

NED  — 1 yr. 

G1 : Well  Differentiated;  G2:  Moderately  Differentiated;  G3:  Poorly  Differentiated;  DOD:  Dead  of  Disease;  LWD:  Living  With  Disease;  NED:  No  Evidence  of 
Disease. 
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as  having  advanced  disease  at  the  time  of  re- 
port. The  4 remaining  patients  have  had  an 
average  of  16  months  (2-48)  follow-up.  It  can  be 
expected  that  additional  tumor  related  deaths 
will  occur  in  this  group.  The  experience  of  Kar- 
pas  and  Bridge4  suggest  that  long-term  follow- 
up is  necessary  to  uncover  all  the  tumor  related 
deaths  in  this  disease. 

The  incidence  of  endometrial  adenocarcino- 
ma is  known  to  be  considerably  higher  in  pa- 
tients with  polycystic  ovary  disease,  but  to  our 
knowledge  this  is  the  first  reported  case  to 
present  in  association  with  psammoma  bodies. 

Since  the  presence  of  psammoma  bodies  in 
endometrial  cancer  is  extremely  rare  (this 
being  the  only  case  on  record  of  over  900  en- 
dometrial adenocarcinomas  seen  at  The  Uni- 
versity of  Iowa  in  the  last  25  years),  when  such 
a case  presents,  it  must  be  determined  that  this 
disease  is  not  arising  in  the  ovaries.  Therefore, 
careful  evaluation  of  the  ovaries  is  necessary  to 
rule  out  this  organ  as  the  primary  site  of  the 
lesion.  If  the  ovaries  are  normal  additional  sites 


such  as  the  pancreas,  lungs,  colon  and  thyroid 
must  be  evaluated.  Only  after  all  these  sites  are 
found  to  be  normal,  can  a primary  endometrial 
adenocarcinoma  with  psammoma  bodies  be 
diagnosed.  When  one  is  confronted  with  such 
a case,  the  frequent  association  of  deep  my- 
ometrial  invasion  noted  in  the  literature  should 
be  kept  in  mind  and  looked  for.  Additional 
cases  of  endometrial  cancer  with  psammoma 
bodies  need  to  be  reported  in  order  to  deter- 
mine the  true  prognostic  significance  of  these 
histological  findings. 

REFERENCES 

1.  Creasman,  W.  T.  et  al:  The  surgical  pathological  correlation  in  stage  1 
endometrial  cancer.  Presented  at  the  10th  Annual  Meeting  of  the  Society 
of  Gynecologic  Oncologists,  Marco  Island,  January  21-24,  1979. 

2.  Factor,  S.  M.:  Papillary  adenocarcinoma  of  the  endometrium  with 
psammoma  bodies.  Arch.  Pathol.,  98:201-205,  1974. 

3.  Homeed,  K.,  and  Morgan,  D.  A.:  Papillary  adenocarcinoma  of  the 
endometrium  with  psammoma  bodies.  Cancer,  29:1326-1335,  1972. 

4.  Karpas,  C.  M. , and  Bridge,  M.  F. : Endometrial  adenocarcinoma  with 
psammomatous  bodies.  Am.  J.  Obstet.  Gynecol.,  87:935-941,  1963. 

5.  Livolsi,  V.  A.:  Adenocarcinoma  of  the  endometrium  with  psammo- 
ma bodies.  Obstet.  Gynecol.,  50:725-728,  1977. 

6.  Spjut,  H.  J.  et  al:  Psammoma  bodies  in  the  cervico-vaginal  smear. 
ACTA  Cytol.,  8:352-355,  1964. 


N 

Doctor,  Is  it  time  for  a change? 

• You’re  spending  too  much  time  on  paperwork. 

• You  want  to  live  in  Europe,  not  just  vacation  there  for  a couple  of  weeks. 

• You  want  to  get  involved  with  academic  medicine,  full-time. 

• You  want  to  subspecialize,  but  can’t  support  your  family  on  a fellow’s  stipend. 

It’s  time  for  a change. 

If  you  are  seriously  considering  changing  your  situation,  you  owe  it  to  yourself  to  consider 
the  Army  Medical  Department.  We  have  an  amazingly  wide  variety  of  practice  situations 
available  to  qualified  physicians.  Clinical  and  hospital-based  practices  in  small  towns,  cities, 
major  metropolitan  areas.  Sunbelt,  Snowbelt,  Europe,  Asia,  Panama.  Full-time  academic 
positions.  Full-time  research  and  development  positions.  Fellowships  that  pay  like  practice 
positions. 

For  a confidential  evaluation  compensation  estimate,  and  vacancy  projection,  call 
(collect)  913-684-4898/4860  today.  Ask  for  Major  Story,  your  Army  Medical  Depart- 
ment Personnel  Counselor. 

(Inquiries  held  in  strict  confidence;  position  guaranteed  before  commitment.) 


ARMY.  BE  ALL  YOU  CAN  BE. 
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Famous 

Penis. 


They  work  so 

well  together. 

One  of  man's  most  amazing  explo- 
rations and  scientific  adventures,  the 
successful  Gemini  flight  program 
was  a triumph  of  imagination  and— 
teamwork.  Two  men  learned  to 
operate  in  space,  to  rendezvous,  to 
dock,  and  to  work  outside  their 
spacecraft  in  the  hard  vacuum  of 
outer  space.  Not  only  did  they  coor- 
dinate their  efforts  with  ground 
backup,  they  also  complemented 
each  other's  activities  within  the 
close  confines  of  the  space  capsule. 


COMMENTING 

EDITORIALLY 

MARION  E.  ALBERTS,  M.D. 
SCIENTIFIC  EDITOR 


USE  THE  CRUTCH  WISELY 


Anxiety  is  ever  present.  There  has  never 
been  a time  through  all  generations 
when  man  has  been  free  of  fear;  at  total  ease  as 
to  his  welfare  and  safety.  Man  has  had  to  suffer 
pain  and  humiliation;  there  remains  always 
some  form  of  threat  to  survival. 

Through  all  these  trials  and  tribulations  po- 
tions have  been  offered  to  ease  the  anxiety  and 
pain.  Savages  learned  of  the  soporific  and 
anesthetic  effects  of  brews  concocted  from  cer- 
tain roots  and  leaves.  Modern  pharmacology 
has  devised  numerous  preparations  to  aid 
sleep,  avoid  sleep,  allay  anxiety,  alleviate  pain, 
diminish  worry,  and  transfer  one's  mind  from 
fear  to  a tranquil  state. 

It  is  appropriate  for  intense  pain  and  suffer- 
ing to  be  alleviated  by  the  use  of  drugs.  Yet,  we 
have  to  admit,  there  have  been  blatant  abuses 
in  this  area.  Our  culture  has  become  too  de- 
pendent on  drugs  to  mesmerize  the  un- 
pleasant vicissitudes  in  life.  I do  not  scorn  the 
legitimate  use  of  drugs  in  patients  where  they 
serve  to  lower  the  deleterious  effects  of  illness, 
but  the  use  of  such  drugs  can  be  misdirected  to 
create  a state  of  dependency  that  can  become 
unfortunate  for  all  concerned  — individually 
and  for  society  as  a whole.  We  have  drugs  to 
sleep  better;  then  others  to  become  more  alert 
the  next  day;  others  to  alleviate  worry,  and 
many  to  minimize  pain.  There  is  fierce  com- 
petition to  gain  maximum  use  of  these  drugs. 
Key  words  such  as  “double  strength,"  “faster 
acting,"  and  the  like  are  prominent  in  advertis- 


ing. It  is  no  wonder  that  man  grasps  for  a 
capsule  or  pill  when  the  “boat  is  rocked." 

Is  there  anything  wrong  with  having  to  face 
reality?  Life  has  its  normal  and  natural  trials 
and  tribulations.  It  should  be  normal  and  natu- 
ral to  stay  alert  to  face  what  life  has  to  offer. 
There  should  be  no  need  to  hide  behind  the 
false  veil  of  drugs. 

Our  society  has  become  one  of  “instant 
gratification."  We  want  the  best,  the 
easiest  way  possible,  and  now.  If  the  route 
through  life  is  too  tedious,  a tranquilizer  will 
solve  the  problem.  Imagine  the  mother  asking 
for  tranquilizers  for  her  child  entering  kinder- 
garten to  ease  the  anxiety  of  that  day  away 
from  the  mother.  In  fact,  you  need  not  imagine 
it;  it  happened.  She  did  not  get  any. 

This  type  of  thinking  goes  back  as  far  as  the 
neonatal  period.  Have  you  heard  that  babies 
are  not  supposed  to  cry?  They  are  "tranquil- 
ized"  with  a rubber  or  plastic  device.  The  poor 
infant  sucks  on  the  pacificer  thinking  some 
milk  is  forthcoming.  Nothing  there;  just  a 
dummy  nipple.  Such  trickery  certainly  cannot 
engender  much  trust  regarding  the  intentions 
of  the  parent.  I contend  that  an  infant  (1)  who 
is  well,  (2)  whose  diaper  is  empty,  (3)  whose 
stomach  is  properly  filled,  (4)  who  is  warm  and 
protected  and  loved,  really  cannot  be  too  bad 
off.  Is  he  really  crying,  or  just  making  noises 
like  his  older  counterpart  on  the  playground? 
Maybe  he  “cries"  in  protest  of  receiving  too 
much  attention.  Often  we  see  an  older  infant 
screaming  during  an  examination  only  to  grin 
back  at  us  when  the  mother  takes  him  into  her 
arms.  Sometimes  I am  sure  that  grin  has  a 
message  behind  it,  such  as,  “OK,  you  win  this 
time,  but  I'll  get  you  later."  Aren't  they  clever? 
One  can't  help  but  love  every  one  of  them. 

Why  this  discourse?  This  thought  has  un- 
doubtedly entered  your  mind.  It  is  the  urge  to 
be  more  judicious  in  the  use  of  drugs  to  mask 
the  normal  problems  of  life.  One  does  not  die 
from  insomnia;  a normal  amount  of  worry  and 
anxiety  does  not  shorten  life.  Grief  is  a normal 
reaction  and  should  not  be  covered  by  seda- 
tives or  tranquilizing  drugs.  All  pain  does  not 
require  extra  strength  analgesics  or  narcotic 
drugs.  Some  coughs  are  actually  beneficial  to 
the  patient.  Judicious  use  of  symptomatic 
drugs  provides  a service  to  the  patient  and 
avoids  the  guilt  upon  the  physician  for  having 
caused  drug  dependency.  — M.E.A. 
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FOR 

PROFESSIONAL  PROTECTION 
EXCLUSIVELY 


— YOUR  FIRST  STEP  TO  FIRST  QUALITY  PROTECTION  — 

CONTACT  FIELD  REPRESENTATIVE 

Des  Moines  Office 
L.  ROGER  GARNER 

Suite  506,  Merle  Hay  Tower,  3800  Merle  Hay  Road 
(515)  276-6202 

Mailing  Address:  P.O.  Box  3556,  Urbandale  Station,  Des  Moines,  Iowa  50322 
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OUR  MAN 
ON 

EDUCATION 

RICHARD  M.  CAPLAN,  M.D. 


THE  SINGLE  MOST  IMPORTANT 
CHANGE 


My  recent  mail  contained  a most  provok- 
ing question.  I wonder  how  you'd  have 
responded.  Here's  the  background: 

The  Association  of  American  Medical  Col- 
leges has  just  embarked  on  a very  large  two- 
year  project  seeking  to  assess  and  (probably) 
modify  what  is  being  called  "the  general  pro- 
fessional education  of  the  physician/'  referring 
to  the  educational  process  from  high  school 
graduation  to  medical  school  graduation. 
Some  spokesmen  feel  the  long-range  result  of 
this  inquiry  might  produce  changes  as  impor- 
tant to  the  system  of  medical  school  education 
as  the  renowned  Flexner  Report  of  1910.  And 
that  one  was  indeed  major  — it  led  to  the 
closing  of  many  inferior  schools  which  were 
not  able  to  link  themselves  to  a major  Universi- 
ty, to  establishing  high  quality  laboratory  and 
clinical  experiences  for  students,  and  to  engag- 
ing in  rigorous  biomedical  scientific  training 
that  provided  the  base  for  an  age  of  immense 
growth,  specialization  and  leadership  of 
American  medical  education. 

The  directors  of  the  present  study  wrote  an 
excellent  60-page  descriptive  summary  that 
they  distributed  to  a great  many  of  those  who 
carry  responsibilities  for  this  educational 
effort,  from  University  presidents  on  down.  At 


Dr.  Caplan  is  Associate  Dean  for  Continuing  Medical  Education  at  The 
University  of  Iowa  College  of  Medicine. 


the  end  of  the  summary  appeared  a long  ques- 
tionnaire seeking  the  reader's  reaction  to  many 
questions  prompted  by  the  text's  description  of 
present  circumstances  and  identification  of 
problems. 

They  wonder,  for  example:  whether  major 
teaching  hospitals  have  grown  too  complex 
and  specialized  to  provide  a general  profes- 
sional education  to  students  in  the  junior  clerk- 
ships; whether  residents  place  excessive  re- 
liance on  students  to  accomplish  the  work  of 
the  service,  and  faculty  place  excessive  reliance 
on  residents  for  teaching;  whether  evaluation 
methods  ensure  that  deficiencies  in  students' 
knowledge,  skills,  and  attitudes  are  identified; 
whether  specific  pre-medical  requirements  in 
organic  chemistry,  physics  and  biology  are 
now  obsolete;  and  so  on.  At  the  end  of  that 
questionnaire  came  a really  tough  "bottom- 
line"  question:  "There  are  myriad  possibilities 
for  changes  to  improve  the  general  profession- 
al education  of  the  physician.  What  is  the  sin- 
gle most  important  change  that  should  be 
undertaken?" 


" Flexibility  — to  permit  individual  interests, 
styles,  pace,  and  attainment  of  a mastery  of  skills 
to  become  dominant  — to  teach  and  practice  the 
kind  of  educational  independence  needed  for 
efficient  and  effective  life-long  learning ." 


I've  debated  with  myself  whether  to  tell  you 
what  I finally  wrote  as  my  own  answer, 
because  I'd  like  you  to  feel  the  challenge  of  that 
powerful  question.  I could  suggest  you  "turn 
to  page  xyz  for  my  answer,"  or  "see  this  col- 
umn next  month  for  my  answer."  No,  I'll  tell 
you  here,  but  I do  challenge  you  to  formulate 
your  own  answer  to  that  question  and  then 
compare  it  to  mine: 

"Flexibility  — to  permit  individual  interests, 
styles,  pace,  and  attainment  of  mastery  of 
skills  to  become  dominant  — to  teach  and  prac- 
tice the  kind  of  educational  independence 
needed  for  efficient  and  effective  life-long 
learning." 

If  your  answer  was  much  different.  I'd  be 
glad  to  hear  from  you.  If  it  was  about  the  same, 
then  you  have  the  satisfaction  of  having 
proved  how  great  minds  tend  to  "run  on  the 
same  track." 
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VERAPAMIL 

Verapamil  is  a synthetic  papaverine  deriva- 
tive. It  was  first  introduced  in  the  1960s  as 
a vasodilator  for  use  as  an  antianginal  agent. 
Verapamil  was  initially  felt  to  be  a beta- 
blocking agent.  Subsequent  studies  revealed  it 
was  an  inhibitor  of  transmembrane  calcium 
fluxes. 

Calcium  plays  an  essential  role  in  many 
biologic  functions.  In  cardiac  tissue,  calcium  is 
involved  in  the  origin  of  the  cardiac  action 
potential  and  in  coupling  of  electrical  excitation 
to  contraction.  The  action  potential  is  a com- 
posite of  ionic  currents  due  mainly  to  sodium, 
potassium,  and  calcium  flux  across  the  cell 
membrane.  A fast  initial  current  is  due  to  rapid 
movement  of  sodium  into  the  cell  which  pro- 
duces phase  0 of  the  action  potential.  Once  the 
cell  has  been  depolarized  from  - 90  mV  to  - 40 
mV  the  second  inward  current  becomes  opera- 
tive. The  ionic  species  comprising  the  second 
current  are  calcium  and  sodium,  with  the  for- 
mer being  the  predominant  ion.  The  slow  cur- 
rent maintains  depolarization  during  the 
plateau  phase  or  phase  2 of  the  action  potential 
and  releases  intracellular  calcium  to  bind  actin 
and  myosin  filaments  together  to  cause  con- 
traction. 


This  information  for  Iowa  physicians  is  furnished  and  sponsored  by  the 
University  of  Iowa  Hospitals  and  Clinics. 


The  slow  current  is  inhibited  by  calcium 
channel  blocking  agents:  verapamil,  nifedi- 
pine, perhexiline,  and  diltiazem.  Slow  chan- 
nels appear  to  be  present  in  all  cardiac  tissues 
and  in  vascular  smooth  muscle.  In  addition, 
they  play  a prominent  role  in  generating  action 
potential  in  SA  and  AV  nodes.  They  may  also 
be  important  in  generation  of  action  potential 
in  diseased  tissues. 

Calcium  channel  blockade  with  verapamil 
results  in  specific  cardiovascular  effects.  These 
include:  (1)  a negative  chronotropic  effect  in 
the  sinus  node;  (2)  delayed  conduction  in  the 
AV  node;  (3)  a negative  inotropic  effect;  and  (4) 
arteriolar  vasodilatation.  The  negative  chron- 
otropic effect  may  be  partly  overcome  by  reflex 
baroreceptor  stimulation  secondary  to 
peripheral  vasodilatation.  The  negative  ino- 
tropic effect  is  minimized  by  vasodilatation 
with  afterload  reduction. 

EFFICACY 

Because  of  its  diverse  cardiovascular  effects, 
verapamil  has  been  used  in  various  clinical 
conditions.  Its  efficacy  has  been  demonstrated 
as:  (1)  an  antiarrhythmic  agent  in  patients  with 
supraventricular  tachycardia,  atrial  flutter,  and 
fibrillation;  (2)  an  antianginal  agent  in  patients 
with  classic  or  variant  angina;  and  (3)  an  agent 
to  improve  exercise  tolerance  in  patients  with 
hypertrophic  cardiomyopathy.1-4  Efficacy  has 
not  been  demonstrated  for  ventricular  ar- 
rhythmias.1 

ANTIARRHYTHMIC  AGENT 

Paroxysmal  Supraventricular  Tachycardia 

Verapamil  has  found  its  greatest  success  in 
the  treatment  of  PSVT.  A randomized  double- 
blind crossover  technique  was  used  to  evaluate 
the  effect  of  intravenous  verapamil  with 
placebo  in  patients  with  PSVT.4  During  the 
double-blind  portion  of  the  study  48%  convert- 
ed to  sinus  rhythm  with  low-dose  verapamil 
(0.075  mg/kg),  versus  4%  with  placebo.  Non- 
responders were  given  a second  higher  dose. 
Seventy-nine  percent  responded  to  verapamil. 

In  nonrandomized  studies,  intravenous 
verapamil  has  been  found  to  be  effective  in 
patients  with  PSVT  due  to  AV  nodal  reentrant 
tachycardia,  reciprocating  tachycardia  involv- 
ing an  extra  nodal  bypass  pathway,  and  SA 
nodal  reentry.  Nodal  reentrant  tachycardia  is 
terminated  by  blocking  antegrade  or  retro- 
grade AV  nodal  conduction.5  In  reciprocating 
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tachycardia,  conduction  through  an  extranod- 
al  pathway  may  not  be  affected;  in  this  case  AV 
nodal  block  results  in  tachycardia  termination. 

In  our  experience,  chronic  oral  verapamil 
will  prevent  recurrent  AV  nodal  reentrant 
tachycardia  in  a majority  of  patients.  In  pa- 
tients with  extranodal  pathways,  chronic  oral 
verapamil  is  of  limited  or  no  help  in  prevention 
of  recurrent  tachycardia. 

Atrial  Fibrillation  and  Flutter 

Twenty-eight  patients  with  atrial  flutter  or 
fibrillation  were  randomized  in  a double-blind 
fashion  to  intravenous  verapamil  or  placebo.9 
If  the  ventricular  rate  did  not  slow  after  low- 
dose  verapamil,  high-dose  verapamil  was 
given.  A decrease  in  ventricular  rate  of  at  least 
15%  occurred  in  95%  of  verapamil  treated  pa- 
tients and  only  14%  of  controls.  Conversion  to 
sinus  rhythm  occurred,  respectively,  in  14  and 
15%  of  patients  with  atrial  flutter  and  fibrilla- 
tion after  verapamil. 

Oral  verapamil  has  been  shown  to  be  effec- 
tive for  control  of  ventricular  response  in 
chronic  atrial  fibrillation. 2 Verapamil  can  be 
used  in  combination  with  digoxin  in  this  group 
of  patients  for  maximal  heart  rate  control.  Such 
usage,  however,  must  be  considered  in  light  of 
a report  that  digoxin  levels  may  be  elevated  by 
verapamil  (much  the  same  as  quinidine).15  In 
combination  with  quididine,  verapamil  may 
maintain  normal  sinus  rhythm  in  patients  in 
whom  both  drugs  used  singly  did  not  maintain 
sinus  rhythm  (unpublished  observations). 

ANGINA 

Verapamil  produces  vasodilatation  in  coro- 
nary and  peripheral  vascular  smooth  muscle, 
and  it  also  decreases  myocardial  contractility. 
These  effects  combine  to  improve  oxygen  de- 
mand/supply ratios  in  ventricular  myocar- 
dium. 

A controlled  double-blind  crossover  trial 
compared  verapamil  360  mg/day  and  placebo 
in  28  patients  with  exertional  angina.8  Efficacy 
was  assessed  with  treadmill  testing,  angina 
frequency,  and  nitroglycerin  consumption. 
Statistically  significant  increases  in  mean  exer- 
cise time  and  decreases  in  nitroglycerin  con- 
sumption and  anginal  frequency  occurred  in 
the  treatment  group.  In  a controlled  double- 
blind study  verapamil  360  mg/day  was  as  effec- 
tive as  propranolol  300  mg/day  in  controlling 
angina.3 


Verapamil  has  been  suggested  for  patients 
with  variant  angina.  Nitrates  are  frequently 
not  completely  effective  in  controlling  spasm. 
Patients  with  ergonovine-inducible  spasm 
were  treated  with  oral  verapamil,  nifedipine, 
and  diltiazem.10  Seventy-four  percent  had 
negative  repeat  testing  or  required  higher 
ergonovine  doses  to  induce  spasm  after  oral 
verapamil  treatment.  Verapamil  was  no  more 
effective  than  nifedipine  or  diltiazem. 

HYPERTROPHIC  CARDIOMYOPATHY 

Many  patients  with  symptomatic  hyper- 
trophic cardiomyopathy  are  intolerant  of  beta- 
blockers,  and  surgical  therapy  carries  a 5 to 
10%  mortality  rate.  Exercise  capacity  in  19  pa- 
tients with  hypertrophic  cardiomyopathy  was 
studied  in  a randomized  double-blind  tech- 
nique to  compare  placebo,  propranolol  (160- 
320  mg/day),  and  verapamil  (320-480  mg/ 
day).11  A significant  increase  in  exercise  capac- 
ity occurred  with  both  verapamil  and  propra- 
nolol. On  chronic  verapamil  therapy,  8 pa- 
tients showed  further  significant  increase  in 
exercise  tolerance. 

INDICATIONS  APPROVED  BY  THE  FDA 

FDA-approved  indications  for  the  in- 
travenous form  of  verapamil  are:  (1)  rapid  con- 
version to  sinus  rhythm  of  PSVT  including 
those  associated  with  an  accessory  bypass 
tract;  and  (2)  temporary  control  of  rapid  ven- 
tricular response  in  atrial  flutter  and  fibrilla- 
tion. The  oral  form  has  not  been  released  at  the 
time  of  this  printing. 

PHARMACOKINETICS 

The  pharmacokinetics  differ  between  the 
oral  and  intravenous  route  of  administration. 
Absorption  is  92  to  95%  after  oral  dosing.  The 
absolute  bioavailability  is  only  20%,  due  to  ex- 
tensive first-pass  metabolism  of  the  oral 
medication.  The  onset  of  action  after  oral  ad- 
ministration is  2 hours,  with  a peak  effect  at  5 
hours.  Effects  occur  in  less  than  2 minutes, 
peaking  by  10  minutes  after  intravenous  ad- 
ministration. Plasma  levels  show  a biexponen- 
tial decline.  The  distribution  phase  lasts  18  to 
35  minutes,  while  the  elimination  phase  has  a 
half-life  of  from  3 to  7 hours.  Protein  binding  is 
90%. 

Verapamil  is  metabolized  by  N-dealkylation 
and  O-demethylation.  The  metabolites  appear 

(Please  turn  to  page  208) 
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to  have  only  5 to  10%  of  the  parent  drug  activ- 
ity. Seventy  percent  of  the  drug  is  excreted  by 
the  kidney,  but  only  3%  is  excreted  un- 
changed. Fifteen  percent  is  excreted  via  the  GI 
tract. 

There  have  been  few  studies  describing  the 
effect  of  liver  disease  on  verapamil  pharmaco- 
kinetics. After  intravenous  administration  in  7 
patients  with  cirrhosis,  the  beta  elimination 
half-life  was  14.2  hours  (twice  that  of  normal 
patients).12  After  oral  therapy  in  these  patients 
peaked,  plasma  levels  were  higher  and  oc- 
curred earlier.  It  was  recommended  that  the 
intravenous  dose  be  halved  and  that  the  oral 
dose  decreased  to  one-fifth  the  usual  dose  in 
patients  with  liver  disease.  No  change  in  pro- 
tein binding  has  been  found  in  patients  with 
hepatic  or  liver  disease.  Dosage  adjustment  for 
chronic  renal  failure/dialysis  have  apparently 
not  been  determined. 

ADVERSE  EFFECTS 

Nine  percent  of  patients  will  have  some 
adverse  reaction  that  will  require  discontinua- 
tion in  1 of  the  9.  Knoll  pharmaceutical  reports 
a less  than  1.5%  occurrence  of  systemic  hypo- 
tension, bradycardia,  seizures,  headache. 


nausea,  and  abdominal  discomfort.  A 25%  in- 
cidence of  constipation  occurred  with  long- 
term oral  administration.2  In  patients  with  at- 
rial fibrillation  and  associated  Wolff- 
Parkinson-White  syndrome,  there  have  been 
reports  of  higher  rates  of  ventricular  response, 
presumably  due  to  shortening  of  refractoriness 
of  the  accessory  pathway  after  verapamil 
therapy.4  Epstein6  has  reported  an  increased 
incidence  of  bradycardia  (11%),  second  degree 
AV  block  (4%),  and  sinus  arrest  (2%)  among 
verapamil  treated  patients  with  hypertrophic 
cardiomyopathy.  They  also  reported  patients 
who  developed  worsening  outflow  obstruc- 
tion related  to  marked  drop  in  blood  pressure 
and  patients  who  developed  pulmonary  ede- 
ma presumed  to  be  secondary  to  drug-induced 
deterioration  of  left  ventricular  function.  A 
case  report  describes  one  patient  who  de- 
veloped hepatitis  and  was  confirmed  on  re- 
challenge. 

Contraindications  to  verapamil  use  include: 
severe  hypotension,  AV  block,  sick  sinus  syn- 
drome, and  severe  congestive  heart  failure. 
One  contraindication  deserves  special  em- 
phasis, that  is,  the  concomitant  use  of  verapa- 
(Please  turn  to  page  210) 
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As  an  Army  Reserve  physician,  you  can  serve 
your  country  and  community  with  just  a small  investment* 
of  your  time.  You  will  broaden  your  professional  expe- 
rience  by  working  on  interesting  medical  projects  in  your 
community.  Army  Reserve  service  is  flexible,  so  it  won’t 
interfere  with  your  practice.  You’ll  work  and  consult  with  top 
physicians  during  monthly  Reserve  meetings.  You’ll  also 
attend  funded  continuing  medical  education  programs.  You 
will  all  share  the  bond  of  being  civic-minded  physicians  who 
are  also  commissioned  officers.  One  important  benefit  of  being  an  officer  is 
the  non-contributory  retirement  annuity  you  will  get  when  you  retire  from  the 
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Call  Collect:  CPT  John  M.  Bray  — (612)  354-7702/7328 
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FUTURE  OF  CERTIFICATE  OF 
NEED  IN  IOWA 


These  remarks  were  presented  by  Cooper  Parker, 
director,  Office  for  Health  Planning  and  Inter- 
governmental Relations,  Iowa  State  Department  of 
Health,  at  a seminar  in  Indianapolis.  The  seminar 
was  held  under  the  auspices  of  the  Institute  for 
Health  Planning  on  November  18  and  19, 1981,  and 
concentrated  on  current  activities  and  future  plans 
for  state  and  local  health  planning.  Because  of  the 
interest  in  health  planning  activities  shared  by  the 
Iowa  medical  community,  portions  of  Mr.  Parker's 
remarks  are  included  here: 


It  is  likely  that  in  the  State  of  Iowa,  the  certifi- 
cate of  need  law  will  be  continued,  because 
the  fees  that  have  been  charged  the  applicants 
support  the  program.  There  are  also  support- 
ers in  the  Iowa  General  Assembly  who  see  the 
program  as  a defensive  mechanism  against 
cost  escalation.  Rate  review  is  not  a likely  pros- 
pect simply  because  most  hospitals  in  Iowa  are 
local  governmental  institutions  and  rates  are 
kept  artificially  low. 

We  are  currently  considering  changes  which 
we  will  seek  from  our  legislature  in  January. 
These  changes  include  bringing  our  review 
thresholds  into  compliance  with  the  higher 
levels  now  identified  in  the  federal  legislation. 
By  reducing  the  number  of  reviews  to  those 
most  likely  to  have  a large  dollar  impact,  staff 
will  be  able  to  compensate  for  some  of  the  loss 


This  information  on  public  health  matters  is  furnished  and  sponsored 
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of  Health  Systems  Agency  assistance.  By  solic- 
iting more  active  involvement  from  affected 
business-labor  groups  or  insurance  carriers, 
we  will  rely  more  heavily  upon  volunteer  input 
from  those  who  pay  the  bills. 

On  the  Future  of  Cost  Containment  Efforts  in  Iowa: 
The  next  step  in  our  cost  containment  plans 
in  Iowa  is  to  place  less  reliance  upon  the  "hard- 
core” type  of  regulation,  such  as  certificate  of 
need  capital  controls,  and  more  reliance  on  the 
"soft-core”  form  of  regulation.  That  type  is 
more  subtle  and  more  difficult  to  engineer.  It 
means  moving  more  toward  a negotiating 
posture  with  the  institutions,  discussing  and 
encouraging  revision  of  projects  before  ap- 
plications are  submitted  to  the  State.  It  also 
involves  changing  the  environmental  factors 
that  motivate  capital  and  cost  expansion,  such 
as  changing  hospital  utilization  levels,  shifting 
markets,  changing  reimbursement  incentives 
and  ultimately  changing  consumer  expecta- 
tions. 

On  Local  Input  to  Health  Planning  Decisions: 
The  State  sees  local  input  to  the  review  pro- 
cess as  very  important,  and  if  federal  dollars 
are  available  for  local  planning,  with  the  state 
having  discretion  on  how  to  use  them,  the 
state  will  funnel  that  money  to  local  groups 
and  not  keep  it  at  the  state  level.  Those  groups 
might  be  existing  Health  Systems  Agencies, 
local  coalitions  of  county  government,  local 
boards  of  health,  or  other  organizations  which 
grow  to  meet  the  need  for  community  health 
planning. 

On  the  role  of  business  and  labor  in  health  planning: 
The  Iowa  Health  Systems  Agency  has 
formed  a new  corporation.  Seats  on  the  board 
of  the  new  corporation  will  be  offered  to  repre- 
sentatives of  the  business  and  labor  alliances. 
The  benefit  to  business  and  labor  is  that  they 
get  plugged  into  the  policy  making  process  of 
whatever  local  planning  there  is  without  hav- 
ing to  develop  an  elaborate  organizational 
structure  themselves.  The  benefit  to  the  Health 
Systems  Agency  is  that  it  can  use  the  political 
clout  that  business  and  labor  have. 

It  looks  as  if  this  new  corporation  will  per- 
form special  studies,  do  data  analysis,  and  pri- 
marily focus  on  implementation.  It  will  be  in- 
volved in  educating  hospital  trustees,  business 
and  labor  members.  We  hope  the  developing 
symbiotic  relationship  will  continue  between 
(Please  turn  to  page  210) 
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planners  and  implementers.  The  state  would 
look  to  those  new  alliances  or  possibly  subarea 
councils  to  provide  input  to  the  development 
of  the  State  Health  Plan. 

On  the  Future  of  Public  Health  Programs  in  Iowa: 
Beyond  1982,  the  Department  of  Health  will 
go  to  the  Legislature  with  proposals  to  re-align 
programs  more  closely  with  locally  determined 
needs.  We  have  begun  by  sponsoring  depart- 
ment-wide, structured  workshops  and  task 
forces  aimed  at  producing  long-range  depart- 
ment plan.  We  have  begun  developing  status 
indicators  that  will  more  precisely  measure  the 
effectiveness  of  public  health  programs. 
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mil  and  intravenous  beta-blockers.  Complete 
heart  block  and  ventricular  asystole  have  been 
reported.7  Verapamil  should  also  probably  not 
be  used  in  patients  on  oral  beta-blockers.  The 
negative  inotropic  effects  of  both  compounds 
administered  together  is  greater  than  either 
used  alone.14 

When  serious  side  effects  occur  or  in  over- 
doses of  verapamil,  pharmacologic  interven- 
tion may  be  indicated.  Treatment  may  include 
intravenous  calcium,  isoproterenol,  norep- 
inephrine, atropine,  and  cardiac  pacing.  In  pa- 
tients with  atrial  fibrillation  and  Wolff- 
Parkinson-White  syndrome  who  develop 
facilitated  conduction,  treatment  can  include 
D/C  cardioversion,  procainamide,  or  lidocaine. 

DOSAGE  RECOMMENDATIONS/COSTS 

The  recommended  dosage  for  cardioversion 
of  PSVT  with  verapamil  is  0.075  to  0.15  mg/kg. 
The  usual  dose  in  the  adult  is  5 to  10  mg  IV.  It  is 
given  over  one  to  two  minutes.  A second  dose 
can  be  repeated  in  30  minutes.  EKG  and  blood 
pressure  should  be  monitored  during  treat- 
ment. The  usual  continuous  infusion  rate  is 
0.005  mg/kg/min.  The  cost  is  $10  per  5 mg. 

SUMMARY 

Verapamil  is  a very  effective  drug  for  treat- 
ment of  paroxysmal  supraventricular  tachycar- 


On Citizen  Input  in  the  Planning  Process: 

The  Statewide  Health  Coordinating  Council 
will  provide  broad-based  citizen  input  that  will 
reflect  acceptance  and  consensus  on  the  pro- 
posals. The  Board  of  Health  will  provide  the 
administrative  oversight  to  the  allocation  of 
our  service  resources.  Our  State  Health  Plan- 
ning and  Development  Agency  staff  has 
already  devoted  hundreds  of  hours  to  the  tasks 
of  impact  evaluation  and  needs  assessment. 

Citizens  and  providers  are  encouraged  to  attend 
meetings  of  the  Statewide  Health  Coordinating 
Council,  held  quarterly.  For  information  on  times 
and  sites  call  or  write:  Office  for  Health  Planning 
and  Intergovernmental  Relations,  Iowa  State  De- 
partment of  Health,  Lucas  State  Office  Building, 
Des  Moines,  Iowa  50309  (515)  281-4340. 


dia.  Its  rapid  action  and  minimal  side  effects 
make  it  an  acceptable  alternative  to  present 
pharmacologic  management  of  PSVT.  It  has 
been  shown  to  have  efficacy  in  the  treatment  of 
angina,  hypertrophic  cardiomyopathy,  and 
chronic  atrial  fibrillation.  — Rodney  Zeitler, 
M.D.,  Fellow  in  General  Internal  Medicine; 
and  James  Martins,  M.D.,  Assistant  Professor 
of  Medicine. 
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March  1982  Morbidity  Report 


Disease 

Mar. 

1982 

Total 

1982 

to 

Date 

1981 

to 

Date 

Most  Mar.  Cases 
Reported  From 
These  Counties 

Amebiasis 

8 

27 

2 

Johnson,  Boone 

Brucellosis 

1 

1 

0 

Story 

Chickenpox 

1244 

3140 

4115 

Linn,  Polk 

Campylobacter 

13 

50 

Dubuque,  Black  Hawk, 
Polk 

Cytomegalovirus 
Eaton's  Agent 

7 

9 

6 

Johnson 

infection 

18 

63 

8 

Polk,  Linn,  Sioux 

Encephalitis,  viral 
Erythema 

4 

6 

4 

Dubuque,  Pottawattamie 

infectiosum 

Gastroenteritis 

50 

90 

350 

Wapello,  Polk, 
Muscatine 

(GIV) 

1981 

5287 

9030 

Linn,  Polk,  Pottawattamie 

Giardiasis 

8 

27 

10 

Scott,  Polk 

Hepatitis,  A 

7 

23 

104 

Wapello 

Hepatitis,  B 
Hepatitis 

7 

21 

20 

Polk 

type  unspecified 
Non  A,  Non  B 

3 

0 

6 

4 

17 

Appanoose,  Boone, 
Pottawattamie 

Herpes  Simplex 

38 

78 

44 

Johnson,  Polk, 
Linn 

Herpes  Zoster 

1 

4 

2 

Linn 

Histoplasmosis 

Infectious 

1 

8 

3 

Shelby 

mononucleosis 

Influenza, 

33 

80 

123 

Linn,  Palo  Alto, 
Black  Hawk 

lab  confirmed 
Influenza-like 

8 

9 

178 

Sioux 

illness  (URI) 
Meningitis 

7581 

16997 

39478 

Linn,  Polk,  Johnson 

aseptic 

2 

6 

18 

Dubuque,  Linn 

bacterial 

15 

40 

32 

Johnson,  Polk 

meningococcal 

1 

4 

9 

Clinton 

Mumps 

5 

15 

28 

Linn 

Pertussis 

0 

0 

2 

Rabies  in  animals 

28 

94 

193 

Linn,  Tama 

Rheumatic  fever 
Rubella 

1 

2 

5 

Dallas 

(German  measles) 

0 

0 

0 

Measles 

0 

0 

1 

Salmonellosis 

34 

69 

46 

Polk,  Dubuque,  Linn 

Shigellosis 
Toxic  Shock 

4 

13 

11 

Carroll 

Syndrome 

Tuberculosis 

2 

5 

Boone,  Muscatine 

total  ill 

11 

25 

28 

Black  Hawk,  Polk, 
Woodbury 

bact.  pos. 
Venereal  diseases; 

5 

18 

17 

Scattered 

Gonorrhea 

378 

1104 

1067 

Polk,  Black  Hawk,  Linn 

Syphilis 

4 

7 

8 

Scott,  Polk,  Woodbury 

Laboratory  Virus  Diagnosis  Without  Specified  Clinical  Syndrome:  Adenovirus 

— 1,  Clinton,  1,  Polk;  Guillain-Barre — 1,  Sac;  Hookworm — - 1,  Buchan- 
an, 1,  Clinton,  5,  Scott;  Ascariasis — 1,  Allamakee,  1,  Cherokee,  1, 
Humboldt;  Coccidiomycosis — 1 , Muscatine;  ECHO  — 2,  Clinton;  Trichurius 

— 1,  Johnson;  Malaria  — 1,  Boone. 
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ABOUT 

IOWA 

PHYSICIANS 


Dr.  Robert  T.  Brown  has  been  installed  as 
president  of  the  Polk  County  Medical  Society; 
Dr.  John  H.  Gay  is  president-elect;  and  Dr. 
Harold  Eklund,  secretary-treasurer.  All  are 
Des  Moines  physicians.  . . . Dr.  Tom  Smith, 
Ames,  was  guest  speaker  at  a recent  meeting  of 
the  Boone  County  Medical  Society.  Dr.  Smith 
spoke  on  "Middle  Ear  Diseases  and  Tumors  of 
the  Parotid."  . . . Dr.  Kenneth  L.  Thompson, 
Oakland,  believed  to  be  Iowa's  oldest  active 
general  practice  physician,  recently  was  hon- 
ored at  a reception  marking  his  90th  birthday. 
Dr.  Thompson  received  the  M.D.  degree  and 
interned  at  the  University  of  Nebraska  School 


of  Medicine  in  Omaha.  He  began  his  medical 
practice  in  Oakland  in  1921.  Dr.  Thompson  is  a 
past  president  of  the  Pottawattamie  County 
Medical  Society  and  a life  member  of  the  Iowa 
Medical  Society.  . . . Dr.  Mark  Brodersen, 
Ames,  is  the  author  of  an  article  in  the  Decem- 
ber, 1981,  issue  of  ORTHOPEDICS  entitled, 
The  Management  of  Delayed  Union  and  Non  Union 
of  the  Tibia.  . . . New  officers  of  the  Burlington 
Medical  Center  staff  are  — Dr.  Paul  H.  Breck- 
ner,  chief  of  staff;  Dr.  D.  R.  McCabe,  chief  of 
staff  elect;  and  Dr.  K.  A.  Hahn,  secretary- 
treasurer.  Officers  of  the  Des  Moines-Louisa 
County  Medical  Society  are  Dr.  John  McGee, 
president;  Dr.  Koert  Smith,  president-elect; 
Dr.  Dan  Clark,  secretary;  and  Dr.  Gary  Smith, 
treasurer.  All  are  Burlington  physicians. 


Dr.  Leo  Milleman,  Ames,  was  guest  speaker 
at  a recent  meeting  of  the  Hardin  County 
Medical  Society  in  Iowa  Falls.  Dr.  Milleman 
spoke  on  "Cancer  of  the  Prostate."  . . . Dr. 
Stephen  C.  Gleason,  Des  Moines,  recently  re- 
ceived the  "Outstanding  Young  Iowan"  award 
for  his  dedicated  work  in  substance  abuse.  The 


rObCQ-i 

r 'T'  'T'  ^ 


HAWKEYE 

MEDICAL  SUPPLY  INC. 


FOR  ALL  YOUR  MEDICAL  SUPPLY  & HOME  CONVALESCENT  NEEDS 


Wheel  Chairs 
Hospital  Beds 
All  Purpose 
Commode  Chairs 
Walkers  — Commodes 
Dressings 


Surgical  Pads 
Combine  Roles 
Under  Pads 
Adult  Plastic  Pants 
Oxygen  Supplies 
Student  Supplies 


Instruments 
Diagnostic  Equip. 
Lab  Supplies 
Equip.  For  Exam 
Rooms 

Crutches  — Canes 


Back  Rests 
Traction  Equip. 
Whirlpool  Baths 
Catheters 
Plastic 
Disposables 


SALES  — LEASING  — SERVICE  — REPAIRS 
"After  the  Sale  . . . it's  the  Service  that  Counts. " 


Call  FOR  INFORMATION:  Home  Office:  PH  319/337-3121 
Branch  Office:  PH  515/274-4015 


225  E.  Prentiss  St.  Iowa  City,  Iowa  52240 

5737  University  Avenue  Des  Moines,  Iowa  5031 1 


OTHER  STATES  IOWA  WATS 

1/800/553-6296  1/800/272-6448 


212  / Journal  of  Iowa  Medical  Society 


award  is  presented  annually  by  the  Iowa 
Jaycees.  Dr.  Gleason  was  then  nominated  as 
one  of  the  10  outstanding  young  men  in  Amer- 
ica. ...  Dr.  Robert  T.  Melgaard,  Dubuque, 
recently  began  a 3-year  term  on  the  board  of 
trustees  of  the  American  Group  Practice  Asso- 
ciation. Founded  in  1949,  AGPA  works  toward 
keeping  group  practice  at  the  forefront  of 
health  care  delivery  nationwide.  . . . Dr.  Tom 
Smith,  Ames,  was  guest  speaker  at  a recent 
meeting  of  the  American  Cancer  Society,  Iowa 
Division.  Dr.  Smith  spoke  on  "The  Care  of  the 
Laryngectomy  Patient."  . . . Dr.  Gregory 
Naylor  recently  began  the  practice  of  internal 
medicine  in  Grinnell.  Dr.  Naylor  received  the 
M.D.  degree  at  the  University  of  Illinois  Col- 
lege of  Medicine;  interned  and  served  his  inter- 
nal medicine  residency  at  St.  Joseph's  Hospital 
in  Marshfield,  Wisconsin.  . . . Dr.  John  Sun- 
derbruch,  Davenport,  was  initiated  into  the 
Iowa  Chapter  of  Alpha  Omega  Alpha,  medical 
honor  fraternity,  at  a recent  meeting  of  the 
AOA  in  Iowa  City.  . . . Dr.  Joan  Grabenstet- 
ter,  Ames,  lectured  on  "Pregnancy  After  30," 
to  a group  meeting  at  the  YWCA  on  the  Iowa 


State  University  campus.  . . . Dr.  Paul  Koell- 
ner,  Ames,  was  guest  lecturer  at  an  Iowa  State 
University  Special  Education  Seminar.  Dr. 
Koellner  talked  on  "Mental  Retardation." 


DEATHS 

Dr.  John  A.  Thorson,  85,  longtime  Dubuque 
physician,  died  March  11  at  Finley  Hospital  in 
Dubuque.  Dr.  Thorson  received  the  M.D.  de- 
gree and  served  his  ophthalmology  residency 
at  New  York  University  College  of  Medicine.  A 
past  staff  president  of  Finley,  Mercy  and 
Xavier  Hospitals,  Dr.  Thorson  was  a member 
of  the  American  Academy  of  Ophthalmology 
and  Otolaryngology  and  a 50-year  member  of 
the  American  College  of  Surgeons. 

Dr.  Francis  X.  Tamisiea,  75,  former  Missouri 
Valley  physician,  died  March  9 in  Omaha, 
Nebraska.  Dr.  Tamisiea  received  the  M.D.  de- 
gree at  Creighton  University  School  of  Medi- 
cine. He  began  his  medical  practice  in  Missouri 
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Valley  in  1931,  retiring  in  1981.  Dr.  Tamisiea 
was  a life  member  of  the  Iowa  Medical  Society. 

Dr.  William  B.  Lewis,  84,  Webster  City,  died 
March  14  at  his  home.  Dr.  Lewis  received  the 
M.D.  degree  at  Washington  University  School 
of  Medicine  in  St.  Louis,  Missouri.  He  began 
his  medical  practice  in  Webster  City  in  1927, 
retiring  in  1969.  Dr.  Lewis  was  a member  of  the 
American  College  of  Surgeons.  Survivors  in- 
clude his  wife,  Dr.  Faye  Lewis,  Webster  City 
physician. 

Dr.  John  B.  Synhorst,  86,  Des  Moines,  died 
March  19  at  his  home.  Dr.  Synhorst  received 
the  M.D.  degree  at  theU.  ofl.  College  of  Medi- 
cine. A former  member  of  the  surgical  staff  at 
the  Mayo  Clinic  in  Rochester,  Minnesota,  Dr. 
Synhorst  was  associated  with  Dr.  Ralph  A. 
Dorner,  Des  Moines  surgeon,  prior  to  retiring 
in  1955.  He  recently  was  recognized  by  the 
Polk  County  Medical  Society  as  “Physician  of 
the  Year.”  Dr.  Synhorst  was  a life  member  of 
the  Iowa  Medical  Society. 
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ic.  Ltd.,  733  West  Clairemont  Avenue,  Eau  Claire,  Wisconsin  54702  or 
call  715/839-5266. 


CLASSIFIED  ADVERTISING 


WANTED  — FAMILY  PHYSICIAN  — to  staff  established  satellite 
office  in  association  with  3-member  family  physician  group.  Guaranteed 
salary  plus  percentage  of  gross.  No  investment.  Excellent  fringe  ben- 
efits. Located  in  scenic  recreational  area  of  northeast  Iowa.  Contact  Bill 
R.  Withers,  M.D.,  Waukon  Medical  Associates,  Inc.,  P.C.,  Waukon, 
Iowa  52172.  Phone  319/568-3449  or  319/568-3844. 


FIFTY  PHYSICIAN  MULTI-SPECIALTY  CLINIC  — in  west  central 
Wisconsin  wants  neonatologist,  neurosurgeon,  orthopedic  surgeon,  and 
otolaryngologist.  Excellent  cultural,  educational,  and  recreational  facili- 
ties. 90  miles  from  Minneapolis.  Please  contact  James  R.  Jepson,  Ad- 
ministrator, Midelfort  Clinic,  Ltd.,  733  West  Clairemont  Avenue,  Eau 
Claire,  Wisconsin  54702  or  call  715/839-5266. 


PHYSICIAN  WANTED  — Live  the  good  life  in  Dumont,  Iowa,  a 
prosperous,  clean,  family  oriented  community.  Excellent  family  practice 
opportunity  in  a 10-year-old  clinic.  Quality  recreational,  educational, 
social,  religious,  and  civic  opportunities  abound  here.  For  further  in- 
formation contact:  Darwin  Noelting,  President,  Dumont  Development 
Corp.,  Box  306,  Dumont,  Iowa  50625  or  Randy  Moad,  Dumont  Clinic, 
Dumont,  Iowa  50625  or  phone  515/857-3851  COLLECT. 


PRACTICE  OPPORTUNITY  — Located  in  top  recreational  spot  — 
Iowa  Great  Lakes  area.  Solo  practice.  Completely  equipped  with  X-ray,  2 
exam  rooms,  waiting  room  and  private  office.  All  like  new.  Upstairs  1 
bedroom  apartment  with  separate  entrance.  Entire  building  recently 
remodeled  — central  air,  plenty  of  parking,  close  to  modern  hospital. 
Going  into  emergency  work.  Buy  equipment — no  blue  sky.  Buy  or  lease 
building  on  reasonable  terms.  Write  Box  331,  Fort  Dodge,  Iowa  50501. 


IOWA  PHYSICIAN'S  ASSISTANT  PROGRAM  — is  establishing  a 
free  Placement  Service  for  its  graduates.  If  you  are  looking  for  an  excep- 
tionally well-trained,  highly  motivated  physician's  assistant  from  one  of 
the  nation's  leading  teaching  programs,  contact  Denis  Oliver,  Ph.D., 
Director,  Physician's  Assistant  Program,  University  of  Iowa  College  of 
Medicine,  Iowa  City,  Iowa  52242.  319/353-6935. 


PHYSICIANS  WANTED  — Immediate  opening  for  family  physician 
and  internist.  Join  solo  practitioner  in  newly  constructed  and  fully 
equipped  clinic  situated  centrally  in  county  seat  of  7,000  population, 
serving  trading  area  of  25,000.  Board  certified  or  board  eligible  pre- 
ferred. Fully  accredited  96-bed  hospital  minutes  away.  Salary  negoti- 
able, depending  on  qualifications  and  experience.  Please  submit  CV  to 
R.  L.  Bendixen,  M.D.,  Denison  Primary  Care  Center,  P.C.,  203  North 
Main  Street,  Denison,  Iowa  51442,  or  call  712/263-4102. 


FOR  SALE  — Used  office  equipment  — 4 exam  tables,  2 treatment 
tables,  4 desks,  desk  chairs,  2 diathermy  machines,  matched  set — desk, 
filing  cabinet,  credenza,  stools,  exam  lights,  utility  carts,  desk  accesso- 
ries, card  files,  small  instruments,  etc.  Best  offer.  Contact  the  Family 
Care  Center,  1109  Highland  Avenue,  Red  Oak,  Iowa  51566.  712/623-5171. 


WOULD  YOU  SELL  YOUR  PRACTICE  FOR  A YEAR'S  SALARY  OR 
MORE?  Physicians  with  an  established  practice  in  key  areas  can  receive 
excellent  returns  if  they  decide  to  sell  their  practice.  For  more  informa- 
tion, call  FirstCare,  Inc.  816/587-1850. 


PRACTICE  OPPORTUNITIES  — Health  Resources  has  long-term 
career  opportunities  and  short-term  locum  tenens  positions  available. 
Please  send  CV  in  confidence  to:  Dr.  Ron  Hammerle,  Health  Resources, 
Ltd.,  River  Road  Professional  Bldg.,  Box  12220,  Kansas  City,  Missouri 
64152.  816/587-0920. 


FIFTY-PHYSICIAN  MULTI-SPECIALTY  CLINIC  — in  west  central 
Wisconsin  wants  cardiologist  (non-invasive),  neonatologist,  neurolo- 
gist, neurosurgeon,  orthopedic  surgeon,  and  otolaryngologist.  Excellent 
cultural,  educational,  and  recreational  facilities.  90  miles  from  Min- 
neapolis. Please  contact  James  R.  Jepson,  Administrator,  Midelfort  Clin- 


FAMILY  PRACTICE  PHYSICIAN  NEEDED  — Three  physician  fami- 
ly practice  group,  board  certified,  needs  board  certified  family  practice 
physician  to  join  a well  established  family  practice.  For  further  informa- 
tion contact  R.  C.  Larson,  M.D.,  Beaverdale  Clinic,  2912  Beaver  Avenue, 
Des  Moines,  Iowa  50310.  515/255-3106. 


OPPORTUNITY  FOR  QUALIFIED  PHYSICIANS  — At  Albert  Lea 
Clinic,  P.A.,  in  Albert  Lea,  Minnesota.  The  clinic  is  a 17-man  multi- 
specialty group  in  primary  and  secondary  care  fields.  The  financial 
rewards  are  exceptional  and  practice  challenges  very  attractive.  There  is 
a negotiated  salary  at  top  level  for  the  first  year.  Senior  physician  par- 
ticipation begins  at  the  end  of  the  first  year  with  an  incentive  income 
distribution  plan  plus  expanded  fringe  benefits.  The  clinic  has  a low  cost 
buy  in  with  a maximum  profit  sharing  plan.  There  is  a top  level  insur- 
ance program,  medical  reimbursement  program,  and  a full  range  of 
other  benefits.  A nearly  new  hospital  in  the  city  provides  an  exceptional 
place  to  work.  These  are  choice  practices  in  a delightful  place  to  live.  We 
are  currently  looking  for  physicians  in  general  orthopedic  medicine,  in 
otolaryngology,  1 ob-gyn,  1 country  family  practice  physician  for  a 
branch  in  New  Richland,  Minnesota,  1 family  practice  physician  for  the 
main  clinic  in  Albert  Lea;  both  of  these  positions  are  open  now  and 
should  be  filled  by  late  1982.  An  additional  family  practice  opening  will 
be  available  in  mid  1983  or  earlier  for  anyone  who  might  be  available. 
Please  contact  B.  J.  Boss,  Administrator,  Albert  Lea  Clinic,  P.A.,  1602 
Fountain  Street,  Albert  Lea,  Minnesota  56007.  Phone  507/373-8251.  Per- 
sonal phone  507/377-1406  or  contact  L.  E.  Shelhamer,  Jr.,  M.D.,  507/ 
373-8251  or  personal  phone  507/377-1530. 


FAMILY  PRACTITIONER  NEEDED  — for  three  physician  profes- 
sional corporation  in  south  central  Iowa.  Excellent  opportunity  to  prac- 
tice in  a rural  area.  Clinic  adjacent  to  county  hospital.  Growing  practice. 
Contact  Paul  Rowland,  Manager,  Corydon  Medical  Clinic,  P.C.,  100  East 
South  Street,  Corydon,  Iowa  50060.  515/872-2111. 


DOCTORS  NEEDED  — In  Wisconsin,  Minnesota,  and  Iowa,  all  spe- 
cialties, all  locations.  For  confidential  information,  mail  your  C.V.  to 
Medicus,  1525  Wisconsin  Avenue,  Grafton,  Wisconsin  53024. 


MILLARD  K.  MILLS 
AND  COMPANY 

specializing  in 

COMPLETE  PRACTICE  SURVEYS 
GROUP  PRACTICE  MANAGEMENT 
PERSONNEL  MANAGEMENT 


Millard  K.  Mills,  Pres. 
Charter  Member:  Institute  of 
Certified  Professional  Business 
Consultants.  31  yrs.  experience 


226  Alta  Vista  Avenue 
Waterloo,  Iowa  50703  233-7444 
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PULMONARY  MEDICINE 


PHYSICIANS’  DIRECTORY 


ALLERGY 


RICHARD  L.  COOLEY,  M.D. 
PARK  CLINIC 
MASON  CITY 
515/421-5677 


CARDIOLOGY 


CARDIOLOGY  CONSULTANTS,  P.C. 

A.  L.  CHUGHTAI,  M.D.,  F.A.C.C. 

M.  L.  KWATRA,  M.D. 

1028  FOURTH  STREET 
DES  MOINES  50314 
515/244-1352 

PRACTICE  LIMITED  TO 
CARDIOVASCULAR  DISEASES  — ALL 
INVASIVE  AND  NONINVASIVE 
PROCEDURES 


DERMATOLOGY 


ROBERT  J.  BARRY,  M.D. 

1030  FIFTH  AVE.,  S.E. 

CEDAR  RAPIDS  52403 
319/366-7541 

PRACTICE  LIMITED  TO  DISEASES, 
CANCER  AND  SURGERY  OF  SKIN 

ROGER  I.  CEILLEY,  M.D. 

J.  WILLIAM  HOLTZE,  M.D. 

1212  PLEASANT,  SUITE  402 
DES  MOINES  50309 
515/244-0136 

DERMATOLOGY,  DERMATOLOGIC 
SURGERY  AND  MOHS’ 
CHEMOSURGERY  FOR  SKIN  CANCER 

RANDALL  R.  MAHARRY,  M.D. 

1212  PLEASANT,  SUITE  406 
DES  MOINES  50309 
515/243-86766 

ROBERT  R.  SCHULZE,  M.D. 

3836  BEAVER 
DES  MOINES  50310 
515/277-6377 

DERMATOLOGY  AND  DERMATOLOGIC 
SURGERY 

S.  D.  MARTY,  M.D. 

P.  M.  SCHAP,  M.D. 

PARK  CLINIC 
MASON  CITY 
515/421-5620 


DERMATOPATHOLOGY 


ASSOCIATED  PATHOLOGISTS,  P.C. 
KINGSLEY  B.  GRANT,  M.D. 

DERMATOPATHOLOGY 

ROGER  C.  UNDO,  M.D. 

J.  MARTIN  JOHNSON,  M.D. 

1026  A.  AVENUE,  N.E. 

CEDAR  RAPIDS  52402 
319/369-7002 
ANATOMIC  AND  CLINICAL 
PATHOLOGY 


ELECTRODIAGNOSIS 


BURTON  STONE,  M.D. 

BURLINGTON  MEDICAL  CENTER 
2910  MADISON  AVENUE 
BURLINGTON  52601 
319/754-7841 

ELECTROMYOGRAPHY  & NERVE 
CONDUCTION  VELOCITY  STUDIES, 
PHYSICAL  MEDICINE  & 
REHABILITATION,  KLEIN 
REHABILITATION  UNIT 


GASTROENTEROLOGY 


DIAGNOSTIC  GASTROENTEROLOGY 
ASSOCIATES,  P.C. 

Y.  PRUSAK,  M.D. 

HARVEY  GILLER,  D.O. 

JEFFREY  STAHL,  M.D. 

943  1 9TH 

DES  MOINES  50311 

515/288-6097 

PRACTICE  LIMITED  TO 
GASTROENTEROLOGY  AND 
GASTROINTESTINAL  ENDOSCOPY 

JAMES  P.  GOULD,  M.D. 

COLONY  PARK  BLDG. 

37TH  AND  WOODLAND 
WEST  DES  MOINES  50265 
515/225-3122 
PRACTICE  LIMITED  TO 
GASTROENTEROLOGY 

GYNECOLOGY-ONCOLOGY 


FARSHAD  AGAHI,  M.D. 

PARK  CLINIC 
MASON  CITY 
515/421-5625 

INTERNAL  MEDICINE 


RALPH  R.  PRAY,  M.D.,  F.A.C.P. 

1221  CENTER  STREET,  SUITE  15 
DES  MOINES  50309 
515/282-8343 

CHEST,  INFECTIOUS 
DISEASES  & INTERNAL 
MEDICINE  ASSOCIATES,  P.C. 

ROGER  T.  LIU,  M.D. 

INTERNAL  MEDICINE  & PULMONARY 
DISEASES 

DANIEL  H.  GERVICH,  M.D. 

INTERNAL  MEDICINE  & INFECTIOUS 
DISEASES 

1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  5031 1 
24  HOUR  515/224-1777 

JASJEET  SANGHA,  M.D. 

3118  BROCKWAY  ROAD 
WATERLOO  50701 
319/235-7774 

PRACTICE  LIMITED  TO  HEMATOLOGY 
AND  MEDICAL  ONCOLOGY 


PULMONARY  MEDICINE,  P.C. 
STEVEN  K.  ZORN,  M.D. 
GREGORY  HICKLIN,  M.D. 
4060  WESTOWN  PKWY. 
WEST  DES  MOINES  50265 
515/225-8452 


LEGAL  SERVICES 


MARK  D.  RAVREBY,  M.D.,  J.D. 
1001  OFFICE  PARK  RD. 

WEST  DES  MOINES  50265 
515/225-2979 


NEONATOLOGY 


S.  SAHU,  M.D.,  F.A.A.P. 
NEWBORN  SPECIALIST,  P.C. 
MERCY  MEDICAL 
PLAZA,  SUITE  304 
DES  MOINES  50314 
24  HOUR  515/244-0377 


NEUROLOGY 


ALFREDO  D.  SOCARRAS,  M.D. 

421  LAUREL,  SUITE  408 
DES  MOINES  50314 
515/283-0605 

NEUROLOGY  & ELECTROMYOGRAPHY 

NEUROLOGICAL  ASSOCIATES  OF 
DES  MOINES,  P.C. 

MICHAEL  J.  STEIN,  D.O.,  JOSEPH  M.  DORO, 
D.O.,  DAVID  L.  FRIEDGOOD,  D.O. 

1440  EAST  GRAND  AVENUE,  SUITE  2-C 
DES  MOINES  50316 
515/262-3156 

NEUROLOGY,  ELECTROMYOGRAPHY, 
ELECTROENCEPHALOGRAPHY 


NEUROSURGERY 


NEURO-ASSOCIATES,  P.C. 

JOHN  T.  BAKODY,  M.D.,  ROBERT  C.  JONES, 
M.D.,  STUART  R.  WINSTON,  M.D. 

1034  FOURTH 
DES  MOINES  50314 
515/283-2217 

PRACTICE  LIMITED  TO 
NEUROSURGERY 

JAMES  R.  LAMORGESE,  M.D. 

411  10TH  STREET  S.E. 

CEDAR  RAPIDS  52403 
319/366-0481 

PRACTICE  LIMITED  TO 
NEUROSURGERY 

HOSUNG  CHUNG,  M.D. 

3324  KIMBALL  AVENUE 
WATERLOO  50702 
319/232-8756 

PRACTICE  LIMITED  TO 
NEUROSURGERY 

FRANK  M.  HUDSON,  M.D. 

1221  CENTER 
DES  MOINES  50309 
515/244-3174 

PRACTICE  LIMITED  TO 
NEUROSURGERY 
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EUGENE  E.  HERZBERGER,  M.D. 
MERCY  DRIVE 
DUBUQUE  52001 
319/557-1550 

PRACTICE  LIMITED  TO 
NEUROSURGERY 


OPHTHALMOLOGY 


WOLFE  CLINIC,  P C. 

OTIS  D.  WOLFE,  M.D.,  RUSSELL  H.  WATT,  M.D., 
JOHN  M.  GRAETHER,  M.D.,  RUSSELL  R. 
WIDNER,  M.D.,  GILBERT  W.  HARRIS.  M.D.. 
JAMES  A.  DAVISON,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1565 


OPHTHALMIC  ASSOCIATES,  P.C. 

ARTHUR  C.  WISE,  M.D.,  ROBERT  D.  WHINERY, 
M.D.,  STEPHEN  H.  WOLKEN,  M.D. 

2409  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3623 


NORTH  IOWA  EYE  CLINIC,  P.C. 

HARRY  W.  ALCORN,  M.O.,  ADDISON  W. 
BROWN,  JR.,  M.D.,  M.  L.  LONG,  M.D. 
1307  6TH  STREET,  S.W. 

MASON  CITY  50401 
515/423-8861 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA,  M.D.,  JAMES  W.  WHITE, 
M.D.,  GERALD  J.  COLLINS,  M.D.,  JAMES  E. 
SPODEN,  M.D. 

1370  DODGE 
DUBUQUE  52001 
319/588-0506 


IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 
ROBERT  T.  BROWN,  M.D.,  ROBERT  G.  SMITS, 
M.D.,  EUGENE  PETERSON,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 


OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

939  OFFICE  PARK  RD„  SUITE  121 
WEST  DES  MOINES  50265 
515/225-8665 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

THOMAS  OKNER,  M.D. 

PHILIP  SCHEINBERG,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 

EAR,  NOSE  AND  THROAT  SURGERY, 
HEAD  AND  NECK  SURGERY,  FACIAL 
PLASTIC  SURGERY 


PHILLIP  A.  LINQUIST,  D O.,  P.C. 

1223  CENTER  SUITE  19 
DES  MOINES  50309 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


ORTHOPEDICS 


STEINDLER  ORTHOPEDIC  CLINIC 
WEBSTER  B.  GELMAN,  M.D.,  GERALD  W.  HOWE, 
M.D.,  JAMES  J.  PUHL,  M.D.,  EDWARD  A. 
DYKSTRA,  M.D.,  MICHAEL  M.  DURKEE,  M.D. 
2403  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3606 


PATHOLOGY 


CLINICAL  PATHOLOGY  LABORATORY 

C.  H.  DENSER,  JR.,  M.D.,  M.  A.  MESERVEY, 

M.D.,  A.  R.  PRADHAN,  M.D. 

1073  FIFTH 

DES  MOINES  50314 

515/283-1578 

Iowa  IN-WATS  800/362-5290 

SURGICAL  PATHOLOGY,  CLINICAL 
PATHOLOGY  INCLUDING 
HEMATOLOGY,  CLINICAL  CHEMISTRY 
AND  BACTERIOLOGY  — EXFOLIATIVE 
CYTOLOGY  — RADIOISOTOPES 

PATHOLOGY  ASSOCIATES,  P.C. 

ORLYN  ENGELSTAD,  M.D., 

HARRY  J.  KASSIS,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 
MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY. 


CLINICAL  LABORATORIES 

D.  W.  POWERS,  M.D.,  L.  C.  PANG,  M.D., 

C.  P.  GRYTE,  M.D. 

P.O.  BOX  1683 
AMES  50010 
515/233-2316 

CONSULTATION  IN  LABORATORY 
MEDICINE  AND  PATHOLOGY 


PSYCHIATRY 


J.  C.  N.  BROWN,  M.D. 
2416  TOWNCREST  DR. 
IOWA  CITY  52240 
319/338-7941 


SATTERFIELD  PSYCHIATRIC  ASSOCIATES,  P.C. 
2928  HAMILTON  BLVD. 

SIOUX  CITY  51 104 

712/277-2379 

800/352-4962 

PSYCHIATRIC  THERAPY  — ALL  AGES 

RICHARD  E.  PRESTON,  M.D. 

1221  CENTER  SUITE  8 
DES  MOINES  50309 
515/283-1221 

PRACTICE  LIMITED  TO  PSYCHIATRY  & 
NEUROLOGY 


CEDAR  CENTRE  PSYCHIATRIC  GROUP 
R.  PAUL  PENNINGROTH,  M.D.,  ROBERT  W. 
SHULTICE,  M.D.,  HUNTER  H.  COMLY,  M.D. 
CEDAR  RIVER  TOWER,  SUITE  133 
CEDAR  RAPIDS  52401 
319/365-3993 

ADULT  AND  CHILD  PSYCHIATRY 


JEAN  ARNOLD,  M.D.,  F.A.P.A. 
412  TENTH  AVENUE,  BOX  5036 
CORALVILLE  52241 
319/351-4196 

THERAPY— ALL  AGES 
COUPLE  COUNSELING 


ASSOCIATES  FOR  PSYCHIATRY  P.C. 

WM.  J.  MOERSHEL,  M.D.;  CHAS.  G.  WELLSO, 
M.D.;  EDICK  HARTUNIAN,  M.D.;  S.  ORTEGA, 
M.D.;  FRANCIS  A.  VASQUEZ,  M.D. 

717  A AVENUE,  N.E. 

CEDAR  RAPIDS  52402 
319/364-0116 

Telephone  answered  day  or  night 

ADULT  AND  CHILD  PSYCHIATRY 
MARRIAGE  AND  FAMILY  COUNSELING 
PSYCHOLOGICAL  TESTING 


SURGERY 


A.  B.  GRUNDBERG,  M.D. 

1515  LINDEN 

DES  MOINES  50309 

515/288-5759 

ORTHOPAEDIC  SURGERY,  SURGERY  OF 
THE  HAND 

N.  K.  PANDEYA,  D.O.,  P.C. 

1440  E.  GRAND,  SUITE  2B 
DES  MOINES  50316 
515/265-4251 

PLASTIC  SURGERY,  RECONSTRUCTIVE 
SURGERY  AND  HAND  SURGERY 

PLASTIC  SURGERY  INSTITUTE,  P.C. 

JAMES  0.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICRQVASCULAR  PLASTIC  SURGERY 

WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 

FACIAL  PLASTIC  AND 
RECONSTRUCTIVE  SURGERY 

SINESIO  MISOL,  M.D. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515/244-7272 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


UROLOGY 


A.W.  WOODWARD,  M.D. 

31 16  BROCKWAY  RD. 
WATERLOO  50702 
319/236-3435 

PRACTICE  LIMITEDTO 
UROLOGY 
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In  The 

Public  Interest 


Nurse-Doctor 
Syndrome 

The  nurse-doctor  stress  syndrome  is  what  we'd 
like  to  touch  on  this  month.  It's  a topic 
that's  been  prominent  in  the  news. 

In  April,  readers  of  the  des  moines  register 
were  provided  some  150-plus  column  inches  of 
comment  on  the  subject.  And  the  American 
medical  news  has  had  at  least  four  significant 
articles  since  the  turn  of  the  year. 

There's  little  doubt  a nurse-doctor  stress  syn- 
drome is  part  of  our  health  care  milieu.  Howev- 
er, as  is  frequently  true,  its  nature  and  magni- 
tude are  elusive  in  their  evaluation.  Each 
locale,  each  hospital,  each  doctor's  office  has  a 
distinctiveness  as  to  its  spirit,  purpose  and  de- 
sire to  serve.  This  makes  wholesale  criticism 
worth  contemplation. 

It  is  to  be  hoped  in  this  state  of  2.5  million 
inhabitants  professional  rapport  among  Iowa 
nurses  and  Iowa  physicians  is  acceptably  posi- 
tive in  more  instances  than  not.  When  we  com- 
pare ourselves  nationally  on  various  health 
care  matters  the  findings  generally  show  we 
are  doing  as  well  or  better  than  others  in  fur- 
nishing citizens  with  good  quality  health  care 
service.  These  accomplishments  would  hardly 
seem  possible  if  tensions  were  as  great  as 
media  accounts  tend  to  suggest. 

The  preceding  is  not  meant  to  sweep  aside 
the  merits  of  addressing  interprofessional  rela- 
tionships between  doctors,  nurses  and  others 
in  the  health  care  field. 

The  nurse-doctor  stress  syndrome , as  we've 
called  it  here,  needs  to  be  dealt  with  forthright- 
ly and  informatively.  And  while  the  progress  is 
faster  or  slower  than  you  may  desire,  depend- 
ing on  your  perspective,  it  is  fair  to  state  that 
the  Iowa  Nurses'  Association,  the  Iowa  Board 
of  Nursing,  the  Iowa  Hospital  Association  and 
the  Iowa  Medical  Society  have  been  and  are 
working  for  an  environment  where  optimum 
use  is  made  of  the  knowledge  and  skills  held 
by  the  various  participants  — and  appropriate 
recognition  is  given  to  the  provision  of  this 
time  and  talent. 


Whether  pursuit  of  this  goal  has  been  helped 
by  the  des  moines  register  series  must  be 
judged  independently.  A reading  and  re- 
reading tends  to  support  a feeling  the  series 
focused  only  sparingly  on  the  most  important 
objective  in  our  whole  arena  — that  of  render- 
ing the  best  possible  quality  of  patient  care, 
given  the  specific  circumstances,  the  personnel 
and  the  facilities.  The  series  seemed  to  seek  out 
and  describe,  basically,  a series  of  anomalies.  It 
is  gratifying  to  read  of  persons  enduring  taxing 
schedules  to  travel  great  distances  for  work 
and  education.  And  it  is  consequential  to  learn 
that  a small  Iowa  community  hospital  is  sur- 
viving, if  only  barely,  because  a cadre  of  loyal 
nurses  is  willing  to  do  virtually  all  of  the  impor- 
tant and  mundane  tasks. 

In  reading  these  vignettes,  however,  and 
given  the  nursing  shortage  and  the  merit  of 
reshaping  work  protocols,  missing  is  an  em- 
phasis on  the  mainstream  medical/surgical/ 
nursing  activity  which  is  going  forward  in 
many  Iowa  cities.  This  effort  has  to  depend  on 
a team  concept  that  puts  the  abilities  of  health 
care  personnel  together  in  a blend  to  serve  the 
patient.  Hopefully,  this  is  giving  each  team 
member  a sense  of  gratification  and  is  helping 
affirm  what  many  believe  about  Iowans  being 
a cut  above  in  their  capacity  for  caring. 

These  comments  have  an  idealistic  tone  the 
activists  and  the  advocates  of  status  quo 
(among  them  both  physicians  and  nurses)  may 
find  inadequate.  Whatever,  the  process  of 
progress  will  go  forward,  the  need  for  a more 
legalistic  formatting  will  continue  under  con- 
sideration. But  the  popular  “bottom  line" 
might  be  this:  Health  care  providers  working 
together  need  to  look  at  such  goals  as: 

• Acknowledgment  that  patient  care  is  upper- 
most, and  this  proceeds  best  in  an  environment 
where  there  exists  openness , concern  and  a desire  for 
continuous  improvement. 

• Respect  for  the  ability  of  each  individual  to 
bring  from  his/her  education  and  experience  a work 
contribution  that  is  commensurate  with  these  fac- 
tors. 

• Support  for  the  truth  that  recognition  — in 
word  and  token  — is  very  nearly  as  important  as  the 
drazving  of  breath. 

May  1982 
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THINGS  YOU  SHOULD  KNOW 


1982  IMS  HOUSE  ACTIONS  A brief  commentary  on  1982  IMS  House  of  Delegates  is 

presented  as  this  month's  In  the  Public  Interest.  1982 
House  actions  were  also  highlighted  in  the  May  IMS  UPDATE.  Hormoz  Rassekh,  M.D.,  Council 
Bluffs,  was  installed  as  IMS  president  May  2 as  the  House  adjourned.  His  remarks  to  the 
delegates  and  those  of  retiring  President  John  H.  Kelley,  M.D.,  Des  Moines,  appear  in  this 
issue.  A more  complete  summary  of  the  House  actions  will  be  included  in  the  July  issue. 


IMS  WASHINGTON  CALL  The  overriding  issue  of  the  federal  budget  received 

major  attention  in  Washington,  D.C.  discussions  May  11 
and  12  between  Iowa  congressmen  and  IMS  representatives.  Other  topics  reviewed  included 
health  planning  and  prospects  for  legislative  revamping  of  the  Federal  Trade  Commission. 

It  is  a custom  for  the  Society  to  make  an  annual  call  on  the  state's  senators  and  represen- 
tatives. 


NURSING  RULES  Further  attention  will  be  given  in  June  by  the  state 

Administrative  Rules  Review  Committee  to  regulations 
covering  primary  functions  as  proposed  by  the  Iowa  Board  of  Nursing.  Some  progress  has  been 
made  in  framing  acceptable  language,  but  differences  appear  still  to  exist.  The  IMS  will  be 
represented  at  the  June  8/9  sessions. 


HPCI  FORMING  The  new  Health  Policy  Corporation  of  Iowa  will  have  a 

Pioneer  Hi-bred  executive,  Charles  Johnson,  as  its  first 
president.  Physician  members  of  the  HPCI  board  are  John  Tyrrell , M.D.,  Manchester;  George 
Baker,  M.D.,  Iowa  City,  and  Jerold  LeMar,  D.O.,  Des  Moines.  An  outgrowth  of  the  IHSA,  HPCI 
will  encourage  local  initiative  to  attain  quality  health  care  at  appropriate  cost  through 
plan  development,  research,  education  and  influence. 


NEW  DEPARTMENT  HEAD  Robert  Corry,  M.D.,  director  of  the  transplant  service 

and  professor  of  surgery  at  the  U.  of  I.,  has  been 
named  to  succeed  Sidney  Ziffren,  M.D.,  as  head  of  the  surgery  department.  Dr.  Ziffren  died 
last  fall.  Dr.  Corry  has  been  at  Iowa  since  1973  and  is  widely  recognized  for  his  renal 
transplant  work.  He  is  chairman  of  the  IMS  Committee  on  Organ  Transplantation. 


ABANDON  SYPHILIS  TEST  Effective  July  1,  persons  making  application  for  an 

Iowa  marriage  license  will  no  longer  be  required  to 
have  a serologic  test  for  syphilis.  This  requirement  was  abolished  by  action  of  the  1982 
Iowa  General  Assembly. 


IOWAN  HONORED  Roy  Pitkin,  M.D.,  chief,  U.  of  I.  department  of  obstet- 

rics/gynecology, will  receive  the  prestigious  Joseph 
A.  Goldberger  Award  this  month  at  the  AMA  annual  meeting  in  Chicago. 


FOUNDATION  LOAN  ALLOCATION  The  student  loan  allocation  of  the  Iowa  Medical  Found- 

ation has  been  set  at  $120,000  for  the  1982-83  aca- 
demic year.  This  amounts  to  an  increase  of  about  $50,000  over  last  year.  Close  to  $1  mil- 
lion has  been  loaned  to  Iowans  in  the  30-plus  years  of  the  program. 

BOOST  FOR  AAMA  The  American  Association  of  Medical  Assistants  de- 

serves periodic  recognition  for  valuable  service  per- 
formed at  the  local,  county  and  national  levels.  Iowa  physicians  are  reminded  of  the  ef- 
fective educational  program  carried  on  by  components  of  AAMA.  A well-trained  and  informed 
medical  assistant  can  do  much  to  enhance  the  management  of  a physician's  office.  Informa- 
tion on  how  your  medical  assistant  can  affiliate  with  a unit  of  AAMA  is  available  from 
Society  headquarters. 


Ship  of  Medicine 
Sails  Against  Disease 


JOHN  H.  KELLEY,  M.D. 

Des  Moines,  Iowa 

Illness  is  our  greatest  fear.  There  is  no  escap- 
ing it.  When  ill,  we  are  isolated  in  a truly 
frightening  way.  It  is  like  being  marooned 
alone  on  a desert  island,  hoping  and  praying 
for  a ship  that  will  return  us  to  the  mainland  of 
good  health. 

The  crew  of  the  ship  we  wait  for  can  be 
compared  to  the  medical  profession,  the  ship 
itself  to  the  science  and  art  of  medicine.  The 
keel  of  the  ship  can  be  likened  to  the  glorious 
figures  of  our  heritage  — Hippocrates,  Vesa- 
lius,  Galen,  Harvey,  Osier,  Fleming,  etc.  The 

These  remarks  were  presented  by  Iowa  Medical  Society  President  John 
H.  Kelley,  M.D.,  on  May  1,  1982,  at  the  Annual  Meeting  of  the  House  of 
Delegates.  Dr.  Kelley  concluded  his  term  of  office  May  2,  1982. 


ribs  are  our  basic  sciences  — anatomy,  histolo- 
gy, pharmacology,  physiology,  pathology,  etc. 
The  planking  and  the  super  structure  of  our 
ship  represent  the  primary  care  specialties  and 
the  electronics,  the  super  specialties  — radiolo- 
gy, pathology,  cardiology,  isotopes  and  oncol- 
ogy, to  name  a few.  We,  the  doctors,  are  the 
crew,  trained  in  a system  which  demands  the 
best  minds  to  begin  with,  and  subjects  them  to 
the  most  vigorous  and  prolonged  formal  train- 
ing ever  devised  for  any  endeavor. 

Thinking  of  ourselves  as  the  crew  on  a ship 
making  a high  seas  journey  might  allow  us  to 
see  some  of  our  problems  in  better  perspective. 

To  begin  with,  no  journey  is  ever  under- 
taken without  the  threat  of  storms.  Ours  is  no 
exception.  We  should  expect  storms.  In  the 
treatment  of  disease  we  have  been  disciplined 


Year's  Emphasis  — Caring 
For  and  About  Our  Patients 


HORMOZ  RASSEKH,  M.D. 

Council  Bluffs,  Iowa 

This  is  a very  special  day  for  me,  and  I thank 
you  for  it.  You  have  given  me  the  oppor- 
tunity to  join  a long  line  of  distinguished  and 
dedicated  individuals  who  have  served  as 
presidents  of  the  Iowa  Medical  Society.  I be- 
lieve this  is  the  highest  honor  that  can  be 
accorded  to  a physician  in  the  state.  I am  proud 
you  have  placed  your  trust  in  me,  and  I accept 
the  challenge  of  leadership  with  a mixture  of 
humility  and  positive  expectation.  I consider 
this  honor  as  an  indication  of  the  democratic 

These  inaugural  remarks  were  delivered  by  Dr.  Rassekh  on  May  2, 
1982,  following  his  installation  as  president  of  the  Iowa  Medical  Society. 


process  on  which  the  operation  of  our  society 
is  based.  Believe  me,  20  years  ago,  as  a new 
citizen,  and  a foreign  medical  graduate,  when  I 
attended  this  House  of  Delegates  for  the  first 
time  as  a county  representative  I did  not  envi- 
sion such  an  honor.  But,  I was  ready  to  serve 
and  anxious  to  learn. 

The  last  36  hours  have  been  busy  ones  for  all 
of  us.  They  have  been  filled  with  a great  many 
speeches,  a little  politicking,  some  enjoyable 
relaxation  and  considerable  discussion  and  de- 
bate, concluding  this  morning  with  action  that 
will  help  chart  the  course  of  the  Iowa  Medical 
Society  for  the  coming  year.  The  problems  that 
confront  us,  and  the  issues  that  concern  us, 
have  been  well  articulated  during  the  past  day 
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In  comparing  the  practice  of  medicine  to  a voyage  on 
the  seas,  retiring  IMS  President  Kelley  says  the  ship's 
physician  crew  must  be  resilient  against  the  inevitable 
storms.  He  emphasizes  that  the  problems  of  cost  con- 
tainment, manpower  shortage,  etc.,  can  and  are  being 
solved.  He  emphasizes  that  ultimate  responsibility  for 
patient  care  resides  with  the  doctor. 


to  expect  and  deal  with  complications,  set 
backs  and  even  failure  of  treatment.  But,  un- 
fortunately, we  are  not  trained  to  deal  with 
medical-legal  problems,  deteriorating  public 
esteem,  government  interference  and  the  poli- 
tics of  medicine.  We  simply  cannot  be  trained 
for  every  contingency.  It  is  here  that  your 
Medical  Society  can  be  of  help.  Historically, 
the  Iowa  Medical  Society  was  founded  to  stan- 
dardize education  and  combat  quackery.  This 
it  has  done  within  the  profession  and  much 
more.  The  Iowa  Medical  Society  today  carries 
on  in  a number  of  ways  to  represent  physicians 
in  areas  not  directly  involving  patient  care. 

Third  party  payers  claim  that  patients  are 
traveling  back  to  good  health  first  class  on  a 
luxury  liner  when  perhaps  a troop  transport 


could  provide  safe  transportation.  The  prob- 
lem of  cost  containment  is  our  biggest  prob- 
lem. The  public  recognizes  this  and  you  recog- 
nize this.  Unfortunately,  when  tickets  are  free, 
everyone  goes  first  class.  This  is  nothing  new. 
You  have  been  saying  this  in  reference  com- 
mittees for  years.  But,  until  we  sat  down  on 
(Please  turn  to  page  228) 


Today's  key  medical  issues  will  receive  careful  atten- 
tion in  the  coming  12  months.  So  says  the  new  IMS 
president.  But  he  said  additionally,  in  his  remarks  to  the 
1982  House  of  Delegates,  there  is  a need  for  physi- 
cians, individually  and  collectively,  to  " emphasize  the 
human  values  of  our  profession." 


and  a half.  I do  not  intend  to  “parrot"  them 
back  to  you  now.  I do,  however,  wish  to  offer  a 
few  personal  observations  and  objectives  for 
your  consideration. 

First,  I acknowledge  that  in  light  of  present 
day  social  and  economic  conditions,  and  with 
escalating  health  care  costs,  we,  in  the  medical 
profession,  must  think  in  terms  of  the  best  of 
all  possible  realities,  rather  than  the  best  of  all 
possible  worlds.  I do  not  propose,  however, 
that  practicality  must  always  prevail,  and  that 
idealism  must  be  abandoned.  Indeed,  because 
of  idealism,  and  also  a commitment  to  high 
professional,  ethical  and  educational  stan- 
dards, the  people  of  this  country  enjoy  medical 
care  that  is  the  envy  of  the  world.  Let  us  not 


accept  programs  or  concepts  or  compromises 
that  threaten  the  availability  of  the  excellent 
quality  of  care  that  now  exists.  As  physicians, 
we  must  insist  on  the  freedom  to  exercise  indi- 
vidual professional  judgement  in  treating  our 
(Please  turn  to  page  228) 
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SHIP  OF  MEDICINE 
SAILS  AGAINST  DISEASE 

(Continued  from  page  227) 


cost  containment  commissions  and  commit- 
tees, no  one  was  able  to  accomplish  much. 
Now  we  are  seeing  a new  willingness  for  busi- 
ness and  labor  to  renegotiate  what  was  once 
non-negotiable;  namely,  first  dollar  coverage. 

Mr.  Robert  Burnett,  the  very  articulate  and 
able  president  of  the  Meredith  Corporation  in 
Des  Moines,  has  recently  stated  to  a group  of 
Iowa  physicians  that  his  firm  will  soon 
announce  a new  health  care  plan  which 
will  include  more  deductibles  and  co- 
insurance.  If  anyone  doubts  this  is  cost- 
effective,  read  the  interim  Rand  report  in  the 
December  issue  of  the  New  England  Journal 
of  Medicine.  This  paper  describes  how  health 
insurance  cost  was  cut  in  half  without  dis- 
couraging necessary  health  care  by  offering 
certain  types  of  co-insurance  and  deductibles. 
In  addition  to  his  interest  in  HMO's,  Mr.  Bur- 
nett is  using  the  company  computer  to  study 
patterns  of  practice  and  hospital  costs  in  the  Des 


YEAR'S  EMPHASIS  — CARING 
FOR  AND  ABOUT  OUR  PATIENTS 

(Continued  from  page  227) 


patients.  In  return,  we  must  accept  the  respon- 
sibility to  preserve  and  enhance  the  overall 
quality  and  sufficiency  of  care. 

Secondly,  it  is  my  intention  to  remind  physi- 
cians that  although  the  Iowa  Medical  Society 
can  serve  as  their  advocate  in  the  halls  of  the 
Iowa  General  Assembly,  the  U.  S.  Congress, 
and  in  various  other  governmental  and  non- 
governmental arenas,  it  cannot  establish  a 
warm  and  meaningful  relationship  between 
doctor  and  patient.  In  recent  years  we  have 
witnessed  whirlwind  advances  in  medical 
technology.  Perhaps  this  new  technology  has 
been  both  a blessing  and  a curse.  On  one  hand, 
it  can  improve  medical  insight,  skill  and  effec- 
tiveness. On  the  other  hand  however,  it  can 
depersonalize  our  relationship  with  the  patient 
we  are  trying  to  help.  Individually  and  collec- 
tively, we  should  emphasize  the  human  values 


Moines  area.  His  corporation  hopes  to  design 
new  health  insurance  plans  with  innovative 
incentives  for  cost  savings. 

Too  often  health  planners,  and  even  doc- 
tors, think  some  sort  of  punitive  action  must  be 
taken  to  enforce  perceived  notions  of  good 
practice,  when  what  is  needed  is  for  concerned 
parties  to  reach  a consensus  so  that  change  can 
be  implemented  by  education  and  proper  in- 
centives. The  cost  containment  problem  will  be 
solved  just  as  we  have  solved  nearly  every 
problem  we  have  faced.  Remember  the  doctor 
shortage?  As  the  Legislative  Chairman  of  this 
Society  for  many  years,  I was  politically 
weened  on  that  particular  issue. 

Although  we  welcome  input  concerning 
the  delivery  of  health  care  from  all  sorts 
of  diverse  groups,  including  government, 
labor,  business,  consumers,  health  planners 
and  hospital  administrators,  we  must  assume 
ultimate  responsibility  for  the  health  of  our 
patients  as  well  as  the  community  of  patients 
we  all  treat.  In  other  words,  the  captain  of  the 
ship  must  be  trained  in  the  ways  of  the  sea 
rather  than  administration  or  management. 
The  ship  we  sail  has  a top  crew.  They  are 


of  our  profession,  and  reaffirm  our  pride  in 
professionalism  which  stresses  integrity  and 
social  concern.  We  should  use  our  magnificent 
technology  as  the  servant  of  our  art.  We  should 
reaffirm  our  commitment  to  continuing  medi- 
cal education  and  medical  research  for 
ourselves  and  our  successors.  We  must  find 
ways  to  allay  what  appears  to  be  a common 
complaint  against  physicians,  namely,  that 
“although  we  are  interested  in  the  patient's 
disease,  we  are  indifferent  to  the  patient."  It 
behooves  us  to  remember  an  old  adage,  that 
"physicians  exist  to  cure  sometimes,  to  relieve 
often,  to  comfort  always." 

Finally,  I would  like  to  comment  on  another 
aspect  of  professionalism.  Time  does  not 
allow  a long  discussion  on  humanism  and  pro- 
fessionalism. However,  I would  like  to  com- 
ment, in  the  limited  context  of  my  own  interest 
and  involvement,  on  the  Society's  Assistance 
Program  for  Troubled  Physicians.  As  physi- 
cians and  members  of  a learned  profession,  we 
have  an  ethical  responsibility  to  report  the  mis- 
conduct of  a colleague.  We  cannot  protect  a 
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else  speaks  of  its  rights 


well  paid,  well  trained  and  the  vessel  is  always 
ship-shape  and  Bristol  clean.  There  are  other 
vessels  on  the  high  seas  being  sailed  by  people 
with  limited  training.  These  other  ships  may 
have  defective  keels  and  ribs  and  a super  struc- 
ture that  looks  good,  excepting  that  the  steel 
plate  is  thin  and  there  are  no  electronics 
aboard.  When  the  seas  get  rough  or  the  fog 
becomes  thick,  they  often  transfer  their  pa- 
tients to  our  ship  for  the  remaining  passage. 
These  ships  are  dangerous;  however,  some- 
how the  law  allows  them  to  sail.  We  are  frus- 
trated, our  hands  are  tied.  If  we  protest  too 
vigorously,  we  are  charged  with  unfair  re- 
straint of  trade.  What  can  we  do?  What  should 
we  do?  Our  lobbyists  try  to  represent  our  in- 
terests, but  they  cannot  always  succeed. 

In  the  final  analysis,  we  must  rely  on  the 
quality  of  our  crew  and  the  construction  of  our 
ship.  Above  all,  we  must  treat  our  passengers 
with  kindness,  courtesy  and  honesty.  We  may 


not  cure  all  of  them,  but  we  can  give  each  of 
them  some  hope. 

To  accomplish  these  nautical  objectives  in 
our  profession  depends  on  the  continuing  ex- 
cellence of  our  medical  education.  This  is  our 
most  important  single  asset.  The  knowledge 
that  flows  to  us  from  our  medical  schools  and 
associated  post-graduate  institutions  makes  it 
possible  for  us  to  excel.  The  tools  that  we  use 
tomorrow  are  being  developed  today  in  our 
schools.  When  our  medical  schools  are  cut, 
ultimately  we  bleed. 

Ours  is  the  most  fascinating  and  dynamic 
profession  there  is.  It  employs  the  most 
sophisticated  of  space-age  technology,  along 
with  the  unique  opportunity  to  serve  man- 
kind. We  are  investigators,  clinicians  and 
teachers  bound  by  our  rich  history  and 
embarked  on  a noble  mission. 

"Our  Profession  is  the  only  one  that  still 
speaks  of  its  duties  in  this  world  of  today  in 
which  almost  everyone  else  speaks  of  its 
rights." 

Looking  to  the  future,  let  me  conclude  with  a 
quote  from  Louis  Pasteur,  "The  future  belongs 
to  those  who  do  most  for  suffering  humanity." 


wayward  or  impaired  physician  without 
violating  our  sworn  duty  to  protect  the  patient. 
Furthermore,  we  have  an  obligation  to  help 
preserve  the  professional  competency  and 
reputation  of  any  colleague  who  may  suffer 
from  problems  which  could  ultimately  impair 
the  ability  of  the  physician  to  practice  medi- 
cine. For  this  reason,  the  Iowa  Medical  Society 
Assistance  Program  for  Troubled  Physicians 
was  created  two  years  ago.  The  program  is  not 
designed  to  be  a whitewash.  The  goal  is  to 


"If  behooves  us  to  remember  an  old  adage,  that  'physi- 
cians exist  to  cure  sometimes,  to  relieve  often,  to  com- 
fort always."' 


provide  the  opportunity  for  a troubled  col- 
league to  seek  appropriate  help  and  treatment 
before  professional  competency  is  questioned 
and  impairment  occurs.  If  you  ever  feel  the 
need  to  call  on  the  assistance  program,  on  be- 
half of  a colleague  or  yourself,  do  not  hesitate 
to  do  so.  It  may  be  one  of  the  most  important 
calls  you  have  ever  made. 


These  comments  mark  the  end  of  the  1982 
IMS  annual  meeting.  I would  like  to  come  be- 
fore you  a year  from  now  and  report  that  all  of 
the  problems  we  have  been  discussing  the  past 
two  days  have  been  resolved;  but  I am  a 
psychiatrist,  I know  better.  I do  pledge, 
however,  that  in  the  coming  months  we  shall 
give  diligent  attention  to  the  issues  that  con- 
front us.  We  shall  do  so  in  a manner  to  show 
the  public  that  physicians  not  only  provide 
care  for  their  patients,  but  indeed  do  care  about 
their  patients.  We  shall  provide  leadership  in 
helping  to  assure  that  sufficient  and  appropri- 
ate medical  services  are  available  to  all  who 
need  them.  We  shall  continue  our  involvement 
in  the  voluntary  effort  to  contain  and  explain 
health  care  costs  without  sacrificing  the  quality 
of  care. 

Finally,  we  shall  attempt  to  nurture  the  pre- 
cious bond  between  patient  and  physician, 
which  is  the  nucleus  of  the  relationship  be- 
tween all  of  medicine  and  all  of  society.  For  all 
of  these  we  shall  need  the  help  and  support  of 
each  of  you. 
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You're  helping  us 
keep  health  care  costs 
on  a low-fat  diet. 


Last  year,  with  your  help,  Blue  Cross  and 
Blue  Shield  of  Iowa  helped  trim  the  cost  of 
health  care  for  our  subscribers. 

Programs  like  utilization  Review,  which 
monitors  inpatient  admissions  for 
medical  necessity;  outpatient  surgeries; 
and  expansion  of  coverage  for  out- 
patient testing  have  provided  a good 
start  toward  controlling  costs. 

Physician  support  is  critical  to  the 
success  of  these  cost  containment 


measures.  By  encouraging  the  increased 
use  of  outpatient  surgery  when 
medically  appropriate  and  by  ordering 
outpatient  testing,  you  have 
demonstrated  your  interest  in  joining  the 
battle  against  rising  health  care  costs  in 
lowa. 

we  all  need  to  continue  to  cut  the  fat 
out  of  health  care  costs. 

A united  effort  can  keep  those  costs 
on  a low  fat  diet. 


Blue  Cross 
Blue  Shield 


Klippel-Trenaunay  Syndrome: 
A Typical  Case 


DAVID  L.  BEACHY, 

JAMES  M.  CATERINE,  M.D. 
and  JOHN  A.  SCHMIDT,  M.D. 
Des  Moines,  Iowa 


The  associated  findings  of  a)  varicose 
veins,  b)  soft  tissue  and  bony  hypertro- 
phy, and  c)  port-wine  hemangiomas  were  first 
described  by  Klippel  and  Trenaunay  in  1900. 14 
Several  years  later,  Parkes  and  Weber  indepen- 
dently described  several  similar  cases,  but  in- 
cluded arteriovenous  fistula.15'  16  Since  then, 
combinations  of  these  4 names  have  been  used 
interchangeably  to  describe  the  mentioned 
triad  (with  or  without  arteriovenous  fistula) 
leading  to  confusion.  Some  authors  recom- 
mend reserving  the  term  "Klippel-Trenaunay” 
for  Klippel  and  Trenaunay's  originally  de- 


David  L.  Beachy  was  a medical  student  on  rotation  at  Mercy  Hospital 
Medical  Center  in  Des  Moines  when  this  article  was  prepared.  Dr.  Cater- 
ine  is  a general  surgeon  in  private  practice  and  is  a member  of  the  teaching 
staff  at  Mercy  Hospital  Medical  Center  in  Des  Moines,  Iowa.  Dr.  Schmidt 
is  a senior  surgical  resident  at  the  Veterans  Administration  Hospital  in 
Des  Moines,  Iowa. 


This  case  report  of  a 13-year  old  male  describes  an 
uncommon  condition  and  reviews  the  literature.  The 
authors  emphasize  that  recognition  of  KTS  in  patients 
presenting  with  varicosities,  hemangiomas,  or  soft  tissue 
and  bony  hypertrophy  is  paramount. 


scribed  triad,  and  referring  to  the  triad  plus 
arteriovenous  fistula  (previously  called  Klip- 
pel-Trenaunay with  arteriovenous  fistula, 
Klippel-Trenaunay-Parkes-Weber  Syndrome, 
congenital  phlebarteriectasis,  or  hemangi- 
ectatic  hypertrophy)  as  Parkes-Weber 
Syndrome.2'  6 The  above  classification  will  be 
used  in  reference  to  the  triad,  with  or  without 
arteriovenous  fistula.1 

Until  1965,  approximately  5 cases  of  Klippel- 
Trenaunay  Syndrome  were  identified  in  Eng- 
lish language  literature,  although  17  unidenti- 
fied reported  cases  probably  represented  this 
syndrome,  and  many  cases  were  identified  in 
European  literature.  Since  then,  this  syndrome 
has  been  more  frequently  seen  in  English 
literature.2  A case  of  Klippel-Trenaunay  Syn- 
drome (KTS)  is  described,  followed  by  discus- 
sion. 

(Please  turn  to  page  232) 
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CASE  REPORT 

A healthy  appearing  13-year  old  white  male 
presented  with  complaints  of  exertional  non- 
radiating discomfort  in  his  right  inguinal  area. 
He  denied  any  protruding  masses  or  pro- 
longed discomfort.  History  revealed  patchy 
discoloration  and  multiple  varicosities  on  his 
right  leg  since  childhood,  and  more  recently, 
a disproportionate  increase  in  length  and 
breadth  of  the  right  leg.  He  was  the  product  of 
an  apparently  normal  pregnancy  and  delivery. 
The  family  history  was  negative  for  similar 
problems. 

Examination  revealed  a bright  13-year  old 
boy  with  a prominent  suprapubic  varicosity 
coursing  across  his  lower  abdomen,  multiple 
varicosities  in  his  right  lower  extremity,  and  a 
patchy,  pink  nevus  flammeus  extending  from 
his  right  flank  nearly  to  his  knee,  and  covering 
approximately  one-third  of  his  thigh  skin  area. 


" Management  of  the  suspected  KTS  patient  requires 
evaluation  of  the  deep  venous  system  with  phlebogra- 
phy, especially  if  surgery  is  contemplated." 


The  right  heel  to  knee  distance  was  2 cm  great- 
er than  the  left,  and  the  right  thigh  circumfer- 
ence was  1.5  cm  greater  than  the  left.  The  pa- 
tient's height  was  in  the  40th  percentile  for  his 
age,  he  was  not  overweight,  and  he  was  sex- 
ually mature.  Other  physical  findings  were 
normal.  There  was  no  evidence  of  thrill,  mur- 
mur, pulsating  veins,  or  heart  failure  sugges- 
tive of  arteriovenous  fistula.  Although  no 
masses  resembling  viscera  were  palpated  in 
the  right  inguinal  canal,  hydrocele  or  local  vari- 
cosities were  not  totally  ruled  out. 

Arteriograms  and  venograms  of  the  lower 
extremities  revealed  complete  obstruction  of 
the  deep  femoral  venous  system  on  the  right, 
with  increased  venous  collaterals.  The  greater 
saphenous  system  was  noted  to  be  draining 
through  a lower  anterior  abdominal  vein  to  the 
contralateral  common  femoral  vein. 

Klippel-Trenaunay  Syndrome  was  diag- 
nosed. An  uneventful  right  hydrocelectomy 
with  preservation  of  the  local  vasculature  was 
performed  at  another  institution. 

DISCUSSION 

The  diagnosis  of  Klippel-Trenaunay  Syn- 


drome (nevus  vasculosus  osteohypertrophi- 
cus)  is  imperative  to  prevent  the  potentially 
devastating  results  of  inappropriate  surgery  in 
the  KTS  patient.  This  syndrome  consists  of  a) 
varicose  veins,  b)  soft  tissue  and  bony  hyper- 
trophy, and  c)  hemangiomas,  generally  of  the 
nevus  flammeus  type.  These  findings  are 
generally  unilateral  and  involve  a lower  ex- 
tremity, but  occasionally  are  bilateral  and  may 
have  upper  extremity  involvement.  The  port- 
wine  stain  is  the  most  common  and  often  the 
earliest  presenting  sign,  and  is  occasionally 
patchy  and  frequently  extends  to  the  buttocks 
and  trunk.  The  varicosities  have  no  predilec- 
tion for  saphenous  distribution.  The  hypertro- 
phy generally  involves  enlargement  in  the 
length  and  breadth  of  the  extremity,  and  may 
well  result  from  the  venous  stasis,  hyperemia 
and  increased  vascularity  due  to  the  heman- 
giomatosis. Arteriovenous  fistula  is  usually 
not  found,  but  either  agenesis  or  obstruction  of 
the  deep  venous  system  is  ususally  present.4 
In  all  cases,  some  degree  of  deep  venous  sys- 
tem abnormality  has  been  noted.6 

After  operating  on  multiple  KTS  patients, 
Servelle,  at  Hospital  Saint-Michel,  Paris, 
France  wrote  in  1976  that  "the  underlying  fac- 
tor responsible  for  this  disease  may  be 
agenesis,  atresia  or  external  compression  of  the 
deep  veins  by  abnormal  muscles,  fibrous  or 
fibrovascular  bands."12  In  1965,  Lindenauer 
reported  on  Servelle  cases  and  found  that  sur- 
gical release  of  the  obstruction  resulted  in  a 
decrease  in  varicosities,  hypertrophy  and  ede- 
ma in  nearly  all  cases.  Lindenauer,  however, 
pointed  out  that  post  surgical  venograms  were 
undertaken  in  11  patients  from  Servelle's 
series.  In  all  cases,  agenesis  of  the  deep  venous 
channels  persisted,  although  no  obstructing 
lesions  could  be  identified.2 

Associated  anomalies  are  common,  and  in- 
clude cutaneous  lymphangiomas,  varicose 
pulmonary  veins,  diffuse  infiltrative  caver- 
nous hemangiomas  of  the  colon,  hematuria 
and  rectal  bleeding  and  vertebral  and  epidural 
hemangioma  with  paraplegia.6'  9'  12  Other  re- 
ported anomalies  include  macrosydactyly  and 
pplydactyly,  bilateral  nephroblastomatosis, 
Wilms'  tumor,  massive  osteolysis  and  chronic 
disseminated  intravascular  coagulation,  facial 
asymmetry  and  dental  malocclusions,  other 
dental  abnormalities  and  temporal  lobe 
astrocytoma.3'  7'  8'  10/  13  Pulmonary  embolism 
has  not  been  shown  to  be  a problem.  No  sex 
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preponderance  or  familial  pattern  has  been 
noted  in  the  literature. 

Management  of  the  suspected  KTS  patient 
requires  evaluation  of  the  deep  venous  system 
with  phlebography,  especially  if  surgery  is 
contemplated.11  In  the  KTS  patient,  this  re- 
veals dilated  superficial  calf  veins  and  incom- 
petent perforating  veins.  Conventional 
radiography  of  both  lower  extremities  is  rec- 
ommended. Arteriography  can  aid  in  ruling 
out  Parkes-Weber  Syndrome,  which  has  a 
worse  prognosis  than  KTS,  due  to  the  possible 
arterial  insufficiency  to  the  limb  and  secondary 
heart  disease  resulting  from  arteriovenous  fis- 
tula. Treatment  has  been  most  unsatisfactory. 
Stripping  varicosities  usually  leads  to  worse 
problems  with  edema,  leg  discomfort,  and 
even  greater  varicosities.5  Elastic  compression 
bandages  have  been  recommended  and  Jobst 
one-legged  leotards  knitted  to  maintain  a 


pressure  of  40  mm  Hg  over  the  extremity  was 
reported  to  have  prevented  recurrent  edema 
and  ulcerations  in  one  patient.1'  11  Surgery 
should  be  undertaken  only  to  close  significant 
arteriovenous  fistulas,  to  relieve  deep  venous 
obstruction,  or  correct  leg  length  inequalities. 

SUMMARY 

A case  of  KTS  in  a 13-year-old  male  is  pre- 
sented and  the  literature  is  reviewed.  Recogni- 
tion of  Klippel-Trenaunay  Syndrome  in  pa- 
tients presenting  with  varicosities,  heman- 
giomas, or  soft  tissue  and  bony  hypertrophy  is 
paramount.  Inappropriate  venous  ligation  and 
stripping  could  drastically  worsen  the  clinical 
situation  for  those  patients  with  this  syn- 
drome. 
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Drug  Diversion  Activity 
In  Iowa 


ALEXANDER  ERVANIAN,  M.D. 
Des  Moines,  Iowa 


For  sometime  the  Iowa  State  Board  of  Medi- 
cal Examiners  has  been  receiving  informa- 
tion about  various  groups  engaged  in  diverting 
legitimate  drugs  into  illegitimate  channels. 
These  organized  groups  seek  prescriptions 
from  physicians  with  the  intent  of  selling  the 
drugs  on  the  streets. 

One  example  of  such  a group  is  represented 
by  two  individuals  now  under  arrest  in  Wis- 
consin. The  allegations  in  this  instance  suggest 
the  drug  Dilaudid®  was  obtained  with  relative 
ease.  Apparently,  one  of  the  individuals  has 
had  a laminectomy;  his  pattern  has  been  to 
present  himself  (and  his  scar)  to  a physician 
claiming  to  be  from  out  of  town  and  in  great 
pain. 

When  arrested,  these  individuals  had  an 
Iowa  map  with  38  towns  marked  as  if  they 
were  sites  where  attempts  were  to  be  made  to 
obtain  drugs.  Investigation  by  the  BME 
showed  the  two  did  obtain  drugs  in  several  of 
the  marked  locations. 

This  type  of  drug  diversion  scheme  has 
come  to  the  attention  of  the  Board  a half  dozen 
times  this  past  year.  The  reports  indicate  dif- 
ferent groups  are  involved.  The  drugs  most 
often  obtained  are  Dilaudid®,  Percodan®, 
Valium®,  Quaalude®  and  amphetamines. 

One  reason  a drug  is  designated  a controlled 


Dr.  Ervanian  is  chairman  of  the  Iowa  State  Board  of  Medical  Examiners. 


The  movement  of  prescribed  medications  into  illegiti- 
mate channels  is  discussed  briefly  by  the  chairman  of  the 
Board  of  Medical  Examiners.  Iowa  physicians  are  asked 
to  be  on  guard  when  a patient  appears  to  be  pursuing 
this  possibility. 


substance  is  its  potential  for  diversion  and 
abuse.  Controlled  drugs  acquire  “street  value" 
and  are  susceptible  to  criminal  activity. 

Several  common  themes  appear  in  the 
approaches  used  by  these  groups.  They  in- 
clude the  following: 

1)  Almost  always  the  patient  has  a pre-diagnosed 
condition  from  a doctor  in  another  location. 

2)  A surgical  scar,  amputation  or  some  physical 
finding  usually  will  be  noted  to  support  the  diagno- 
sis. 

3)  The  so-called  patient  will  normally  tell  the 
physician  the  drug  he  wants  and  what  drugs  will  not 
work. 

4)  In  most  cases  a false  name  and  address  are 
used. 

5)  Repeat  visits  are  common  if  success  is  achieved 
in  obtaining  the  drugs. 

The  following  suggestions  may  be  useful  to 
physicians: 

1)  Become  suspicious  when  a patient  you  have 
never  seen  before  tells  you  what  drugs  he  wants. 

2)  When  the  patient  relates  his  diagnosis  from 
another  physician  call  the  other  physician.  The  cost 
and  time  involved  may  be  insignificant  when 
weighed  against  the  possible  problem. 

3)  Confirm  patient  identity.  If  a false  name  is 
used,  the  person  seldom  has  identification  to  match 
the  false  name. 

(Please  turn  to  page  245) 
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Creatinine  Clearance 
and  Perinatal  Outcome  in 
Pregnancies  Complicated  by 
Chronic  Hypertension 


FRANK  J.  ZLATNIK,  M.D. 

LEON  F.  BURMEISTER,  Ph.D.,  and 
DENNIS  R.  BEACH,  M.D. 

Iowa  City,  Iowa 


In  a study  of  20  pregnant  women  with  chron- 
ic hypertension,  Arias  reported  those 
women  who  were  delivered  of  small  for  gesta- 
tional age  (SGA)  infants  or  stillborn  infants  had 
lower  weight-adjusted  blood  volumes  and  en- 
dogenous creatinine  clearances  than  did  those 
hypertensive  women  delivered  of  living, 
appropriate  for  gestational  age  (AGA)  infants.1 
To  evaluate  these  interesting  observations  in 
our  patient  population,  we  reviewed  medical 
records  of  women  with  chronic  hypertension 
who  had  had  24  hour  creatinine  clearances  per- 
formed during  pregnancy.  Our  aim  was  to 
ascertain  if  a low  creatinine  clearance  in  a preg- 
nant woman  with  chronic  hypertension  was 
predictive  of  increased  risk  of  fetal  death  in 
utero,  of  intrauterine  growth  retardation,  or  of 
poor  condition  of  the  neonate  at  birth. 


Drs.  Zlatnik  and  Burmeister  are  associated  with  the  Departments  of 
Obstetrics  and  Gynecology  and  of  Preventive  Medicine  and  Environmen- 
tal Health  at  the  University  of  Iowa  College  of  Medicine.  Dr.  Beach  is  now 
affiliated  with  the  Department  of  Obstetrics  and  Gynecology,  University 
of  Utah  College  of  Medicine,  Salt  Lake  City,  Utah. 


Obstetric  records  for  68  patients  with  chronic  hyper- 
tension who  had  had  creatinine  clearance  determina- 
tions performed  during  pregnancy  are  summarized.  No 
significant  association  was  found  between  low  creati- 
nine clearances  and  the  development  of  superimposed 
preeclampsia,  neonatal  death,  or  the  delivery  of  small 
for  gestational  age  neonates.  However,  a statistically 
significant  association  was  discovered  between  low 
maternal  creatinine  clearances  and  the  delivery  of  neo- 
nates with  one  minute  Apgar  scores  S 4.  This  rela- 
tionship also  held  for  that  subset  of  the  study  population 
with  mild  hypertension  without  superimposed  preec- 
lampsia. 


MATERIALS  AND  METHODS 

The  records  of  obstetric  patients  who  were 
delivered  at  University  Hospitals  from  1968- 
1977  and  who  had  a discharge  diagnosis  of 
chronic  hypertension  were  reviewed.  If  the  di- 
agnosis of  chronic  hypertension  was  con- 
firmed (hypertension  antedating  the  pregnan- 
cy and/or  blood  pressure  > 140/90  in  the  first 
half  of  pregnancy)  and  if  the  patient  had  creati- 
nine clearance(s)  performed  during  the  preg- 
nancy, she  was  eligible  for  the  study.  Patients 
with  a history  of  chronic  renal  disease  or  with  a 
serum  creatinine  level  greater  than  1.2  mg  per 
deciliter  were  excluded.  Sixty-eight  patients 
met  these  criteria  and  form  the  study  popula- 
tion. 
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Data  of  interest  abstracted  from  the  medical 
records  were:  the  maximum  and  mean  arterial 
blood  pressures  during  pregnancy,  perinatal 
outcome  (intrauterine  death,  neonatal  death, 
Apgar  scores,  birthweight  and  appropriate- 
ness for  gestational  age  based  on  the  Iowa  fetal 
growth  curve),6  the  presence  or  absence  of  su- 
perimposed preeclampsia,  and  the  24  hour 
creatinine  clearance  value(s).  If  more  than  one 
creatinine  clearance  was  performed  during 
pregnancy,  the  arithmetic  mean  value  was 
used.  If  a 24  hour  urine  specimen  contained 
less  than  800  mg.  of  creatinine,  the  collection 
was  considered  to  be  incomplete  and  that 
creatinine  clearance  was  disregarded.  Certain 
patients  with  superimposed  preeclampsia  had 
their  creatinine  clearance  determinations  per- 
formed only  after  they  had  developed  preec- 
lampsia. During  this  period  the  clinical  labora- 
tory determined  creatinine  levels  in  serum  and 
urine  by  the  Jaffe  reaction  using  an  automated 
analyzer. 

Patients  were  characterized  by  their  mean 
creatinine  clearance  values  and  the  prevalence 
of  the  various  outcome  variables.  The  statisti- 
cal significance  of  differences  between  groups 
was  evaluated  with  the  x2  and  Fisher's  exact 
tests.4  Simple  correlation  co-efficients  and 
multiple  regression  analyses  relating  the  mean 
creatinine  clearance  values  and  other  predictor 
variables  to  the  outcome  variables  were  also 
performed. 

RESULTS 

There  were  12  perinatal  deaths  in  the  68 
pregnancies  (18%).  Twelve  women  developed 
superimposed  preeclampsia  (18%)  and  19  neo- 
nates were  SGA  (28%).  The  increased  risk  of 
perinatal  death  in  patients  with  chronic  hyper- 
tension who  develop  superimposed  preec- 
lampsia or  whose  fetuses  are  growth-retarded 
was  confirmed  in  this  series.  The  perinatal 
mortality  in  patients  with  superimposed  preec- 
lampsia was  42%  (5  of  12)  as  compared  with 
13%  (7  of  56)  in  patients  without  superimposed 
preeclampsia.  The  perinatal  mortality  in  cases 
of  intrauterine  growth  retardation  was  32%  (6 
of  19);  non-SGA  offspring  had  a perinatal  mor- 
tality of  12%  (6  of  49). 

All  neonatal  deaths  (4)  were  associated  with 
-intrauterine  growth  retardation  and/or  super- 
imposed preclampsia.  One  half  of  the  fetal 
deaths  (4  of  8),  however,  were  not  associated 
with  either  intrauterine  growth  retardation  or 


TABLE  I 


MEAN  MATERNAL  24  HOUR  CREATININE  CLEARANCE  AS  RELATED 
TO  SUPERIMPOSITION  OF  PREECLAMPSIA  AND  TO  PERINATAL 
OUTCOME  (N  = 68) 


Mean  Creatinine  Clearance 

Statistical 

(ml/minute) 

Significance 

<90  90-120  >120 

N 

Superimposed 

11 

33 

24 

preeclampsia 

Intrauterine 

3(37)* 

5(15) 

4(17) 

X2  = 0.86 

N.S.j 

death 

3(27) 

4(12) 

1(4) 

X2  = 3.89 
N.S. 

Neonatal  death 

1(9) 

1(3) 

2(8) 

X2  = 0.95 
N.S. 

Neonate  SGA): 

3(27) 

10(28) 

6(25) 

X2  = 0.20 
N.S. 

1 ' Apgar  < 4 

7(64) 

9(27) 

3(13) 

X2  = 9.81 

p<.01 

* (Figures  in  parentheses  are  percentages) 
t N.S.  = not  significant 
$ SGA  = small  for  gestational  age 


superimposed  preeclampsia  indicating  that 
fetal  death  is  a substantial  risk  in  the  woman 
with  chronic  hypertension  even  if  the  fetus  is 
of  appropriate  size  and  preeclampsia  does  not 
develop. 

Table  I presents  perinatal  outcome  data  and 
the  presence  of  superimposed  preeclampsia  as 
related  to  mean  maternal  creatinine  clearances. 
The  creatinine  clearance  values  were  not  re- 
lated to  the  development  of  superimposed 
preeclampsia,  to  neonatal  death,  or  to  the  de- 
livery of  SGA  neonates.  Low  creatinine  clear- 
ances were  associated  with  an  increased  likeli- 
hood of  intrauterine  fetal  death  (not  statistical- 
ly significant,  p < .15)  and  of  low  one  minute 
Apgar  scores  (p  < .01). 

To  determine  whether  this  apparent  rela- 
tionship between  low  creatinine  clearance  and 
poor  perinatal  outcome  was  independent  of 
the  presence  of  superimposed  preeclampsia  or 
of  severe  hypertension,  those  patients  with 
mild  hypertension  (mean  diastolic  BP  < 100 
mm  Fig)  without  superimposed  preeclampsia 
were  analyzed  separately  (Table  II).  Low  one 
minute  Apgar  scores  occurred  with  a statisti- 
cally significantly  (p  < .02)  greater  frequency 
in  those  patients  with  clearances  less  than  90 
ml/minute. 

(Please  turn  to  page  238) 
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TABLE  II 

MEAN  MATERNAL  24  HOUR  CREATININE  CLEARANCE  AS  RELATED 
TO  PERINATAL  OUTCOME  IN  MILD  HYPERTENSIVES  (N  = 43) 


Mean  Creatinine  Clearance 

( ml/minute) 

Statistical 

<90  >90 

significance 

N 

Intrauterine 

6 

37 

death 

1(17)* 

2(15) 

Fisher's  p = .954 
N.S.f 

SGA  neonatet 

0(0) 

9(24) 

Fisher's  p = .221 
N.S. 

1 ' Apgar  < 4 

4(67) 

5(14) 

Fisher's  p = .01  2 

(p  < .02) 

* (Figures  in  parentheses  are  percentages) 
t N.S.  = not  significant 
T SGA  = Small  for  gestational  age 


DISCUSSION 

In  a retrospective  study  of  this  type  the 
apparent  association  between  two  variables 
(e.g.,  low  creatinine  clearances  and  one  minute 
Apgar  scores)  may  or  may  not  be  genuine.  If 
other  important  variables  are  not  randomly 
distributed  in  relation  to  the  independent  vari- 
able being  studied  (creatinine  clearance  in  this 
case),  then  the  observed  association  between 
two  variables  may  reflect  the  influence  of  the 
other  variables  which  have  not  been  consid- 
ered, rather  than  reflecting  direct  association  of 
the  two  which  are  studied.  For  example,  even 
though  most  of  these  patients  did  not  receive 
antihypertensive  or  diuretic  therapy  after  they 
had  been  referred  to  University  Hospitals, 
many  had  received  these  drugs  prior  to  refer- 
ral. Creatinine  clearances  obtained  and  out- 
comes observed  may  be  related  in  part  to  this 
recent  drug  therapy.  Furthermore,  the  one 
minute  Apgar  score  certainly  reflects  acute  in- 
trapartum events  as  well  as  the  status  of  the 
fetus  at  the  start  of  labor. 

The  complexity  of  these  associations  is  ac- 
centuated by  stepwise  multiple  regression 
analyses.  In  the  present  study  population 
there  were  modest,  but  statistically  significant 
simple  correlations  (p  < .01)  between  the  mean 
creatinine  clearance  and  both  birthweight  (r  = 
.3283)  and  the  one  minute  Apgar  score  (r  = 
.3534).  Stepwise  multiple  regression  analyses 
containing  other  variables  (for  birthweight: 
weeks  gestation,  maternal  weight  gain  per 
week,  and  prepregnant  maternal  weight  — all 


positively  correlated;  for  one  minute  Apgar 
scores:  weeks  gestation  — positively  correlated 
and  systolic  blood  pressure  — negatively 
correlated),  however,  did  not  reveal  the  creati- 
nine clearance  to  add  significantly  after  the 
selection  of  other  more  influential  indepen- 
dent variables  to  the  predicted  outcome.  In 
addition  to  its  positive  correlation  with  birth- 
weight and  the  one  minute  Apgar  score,  the 
creatinine  clearance  was  also  significantly  re- 
lated in  a positive  fashion  in  maternal  weight  at 
delivery,  and  to  the  five  minute  Apgar  score, 
but  not  to  the  length  of  gestation  or  the  systolic 
or  diastolic  blood  pressure. 

Suggesting  that  the  relationship  between 
low  creatinine  clearance  and  low  one  minute 
Apgar  scores  may  be  real  is  the  finding  that  the 
association  held  in  those  patients  with  mild 
chronic  hypertension  without  superimposed 
preeclampsia  (Table  II).  Others  have  suggested 
a relationship  between  low  creatinine  clear- 
ances and  adverse  neonatal  outcomes  in 
hypertensive  pregnancies.2,  3 

In  contrast  to  Arias'  findings,1  our  data  do 
not  demonstrate  an  association  between  SGA 
infants  and  low  maternal  creatinine  clearances. 
Since  blood  volume  determinations  were  not 
performed  in  our  patients,  we  cannot  com- 
ment on  the  relationship  between  weight- 
adjusted  blood  volume  and  birthweight.  The 
relationship  between  blood  volume  and  creati- 
nine clearance  must  be  a complicated  one, 
however,  since  in  normal  pregnancy  the 
marked  physiologic  increase  in  creatinine 
clearance  occurs  much  earlier  in  gestation  than 
does  the  bulk  of  the  blood  volume  expansion.5 

Patients  with  known  chronic  renal  disease  or 
with  serum  creatinine  concentrations  greater 
than  1.2  mg/dl  were  excluded  from  this  study. 
Our  patients  with  low  clearances  may  have 
had  unrecognized  primary  renal  disease  or 
may  have  had  nephrosclerotic  changes  sec- 
ondary to  chronic  hypertension.  Another  pos- 
sibility is  that  their  low  clearances  reflected 
diminished  renal  blood  flow  in  the  absence  of 
intrinsic  renal  pathology. 

If  the  apparent  relationship  between  low 
creatinine  clearances  in  pregnant  patients  with 
chronic  hypertension  and  poor  fetal/immedi- 
ate neonatal  condition  is  confirmed  in  other 
study  populations,  we  will  have  a readily  avail- 
able, useful  clinical  tool.  To  be  sure,  as  Arias 
and  Zamosa2  have  pointed  out,  the  test  is  not 
particularly  sensitive  or  specific.  Our  data  are 
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confirmatory  in  that  the  majority  of  intrauter- 
ine deaths  (5  of  8)  and  depressed  neonates  (12 
of  19)  occurred  in  patients  with  mean  clear- 
ances > 90  ml/min.  Nevertheless,  that  minor- 
ity of  patients  with  low  clearances  (<  90  ml/ 
min)  sustained  disproportionate  adverse  peri- 
natal outcome.  After  all,  most  laboratory  test 
results  in  obstetrics  are  not  absolutes  and  do 
not  constitute  clinical  decisions,  but  simply  tilt 
the  thinking  of  the  physician  one  way  or  the 
other  with  a particular  patient.  Creatinine 
clearance  determinations  may  well  be  useful  in 
this  regard. 

A second  potential  use  for  creatinine  clear- 
ance determinations  is  in  the  evaluation  of 
antihypertensive  drug  treatment  in  pregnant 
patients  with  chronic  hypertension.  Perhaps 
valuable  information  could  be  gained  in  this 
controversial  area  by  assessing  the  effects  of 
various  antihypertensive  agents  on  the  creati- 
nine clearance  in  those  patients  with  low 
values  prior  to  treatment.  The  creatinine  clear- 


ance in  part  reflects  renal  blood  flow.  If  one 
speculates  that  it  also  reflects  uterine  blood 
flow,  then  an  increase  in  the  creatinine  clear- 
ance with  drug  treatment  may  indicate  im- 
proved uterine  blood  flow  and  a better  in- 
trauterine environment  for  the  fetus.  Con- 
versely, a fall  in  the  creatinine  clearance  with 
treatment  may  indicate  that  the  therapy  being 
employed  is  not  serving  the  interests  of  the 
fetus. 
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Doctor,  is  it  time  for  a change? 

• You’re  spending  too  much  time  on  paperwork. 

• You  want  to  live  in  Europe,  not  just  vacation  there  for  a couple  of  weeks. 

• You  want  to  get  involved  with  academic  medicine,  full-time. 

• You  want  to  subspecialize,  but  can’t  support  your  family  on  a fellow’s  stipend. 

It’s  time  for  a change. 

If  you  are  seriously  considering  changing  your  situation,  you  owe  it  to  yourself  to  consider 
the  Army  Medical  Department.  We  have  an  amazingly  wide  variety  of  practice  situations 
available  to  qualified  physicians.  Clinical  and  hospital-based  practices  in  small  towns,  cities, 
major  metropolitan  areas.  Sunbelt,  Snowbelt,  Europe,  Asia,  Panama.  Full-time  academic 
positions.  Full-time  research  and  development  positions.  Fellowships  that  pay  like  practice 
positions. 

For  a confidential  evaluation  compensation  estimate,  and  vacancy  projection,  call 
(collect)  913-684-4898/4860  today.  Ask  for  Major  Story,  your  Army  Medical  Depart- 
ment Personnel  Counselor. 

(Inquiries  held  in  strict  confidence;  position  guaranteed  before  commitment.) 


ARMY.  BE  ALLYOU  CAN  BE. 


June  1982  / 239 


An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 
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Additional  information  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana  46285 

Eli  Lilly  Industries,  Inc. 

Carolina,  Puerto  Rico  00630 


*Many  authorities  attribute  acute  infectious  exacerbation  of 
chronic  bronchitis  to  either  S pneumoniae  or  H.  influenzae 9 
Note:  Ceclor  is  contraindicated  in  patients  with  known  allergy  to 
the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients. 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information. 
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percent  of  patients  and  include  morbilliform  eruptions  (1  in  100). 
Pruritus,  urticaria,  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients.  Cases  of  serum-slckness-llke  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and,  frequently,  fever)  have  been  reported. 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor®  (cefaclor)  Such  reactions  have  been  reported  more 
frequently  in  children  than  in  adults.  Signs  and  symptoms  usually 
occur  a few  days  after  initiation  of  therapy  and  subside  within  a 
few  days  after  cessation  of  therapy.  No  serious  sequelae  have 
been  reported.  Antihistamines  and  corticosteroids  appear  to 
enhance  resolution  of  the  syndrome. 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy. 

Other  effects  considered  related  to  therapy  included  eosinophilia 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in 
100  patients). 

Causal  Relationship  Uncertain -Imsiloty  abnormalities  In 
clinical  laboratory  test  results  have  been  reported.  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 

Hepatic- Slight  elevations  in  SGOT.  SGPT.  or  alkaline 
phosphatase  values  (1  in  40). 

Hematopoietic- Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

Renal- Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200).  (10028IR) 


Brief  Summary. 

Coneult  the  package  literature  for  prescribing  Information. 
Indications  and  Ueage:  Ceclor®  (cefaclor,  Lilly)  is  indicated  In 
the  treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 

Lower  respiratory  Infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae), 
Haemophilus  influenzae,  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients  with 
known  allergy  to  the  cephalosporin  group  of  antibiotics. 
Waralnga:  in  penicillin-sensitive  patients,  cephalosporin 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS, 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS,  INCLUDING  ANAPHYLAXIS.  TO  BOTH  DRUG  CLASSES. 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs 

Precautlona:  If  an  allergic  reaction  to  cefaclor  occurs,  the  drug 
should  be  discontinued,  and.  if  necessary,  the  patient  should  be 
treated  with  appropriate  agents,  eg,  pressor  amines,  antihistamines, 
or  corticosteroids 

Prolonged  use  of  cefaclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential.  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during 
treatment  with  the  cephalosporin  antibiotics.  In  hematologic 
studies  or  in  transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the  minor  side  or  in  Coomb 
testing  of  newborns  whose  mothers  have  received  cephalosporin 
antibiotics  before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  a condition,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 

As  a result  of  administration  of  Ceclor,  a false-positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehling's  solutions  and  also  with  Clinitest® 
tablets  but  not  with  Tes-Tape®  (Glucose  Enzymatic  Test  Strip, 
USP,  Lilly) 

Usage  in  Pregnancy -Although  no  teratogenic  or  antifertility 
effects  were  seen  in  reproduction  studies  in  mice  and  rats  receiving 
up  to  12  times  the  maximum  human  dose  or  in  ferrets  given  three 
times  the  maximum  human  dose,  the  safety  of  this  drug  for  use  in 
human  pregnancy  has  not  been  established  The  benefits  of  the 
drug  in  pregnant  women  should  be  weighed  against  a possible 
risk  to  the  fetus 

Usage  in  Infancy -Safely  of  this  product  for  use  in  infants 
less  than  one  month  of  age  has  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to 
cefaclor  therapy  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2.5  percent  of 
patients  and  include  diarrhea  (1  in  70)  and  nausea  and  vomiting 
(1  in  90). 

As  with  other  broad-spectrum  antibiotics,  colitis,  including  rare 
instances  of  pseudomembranous  colitis,  has  been  reported  in 
conjunction  with  therapy  with  Ceclor 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 


Som©  ampicillin-resistant  strains  of 
Haemophilus  Influenzae- a recognized 
complication  of  bacterial  bronchitls*-ar© 
sensitive  to  treatment  with  Ceclor.1-6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H.  influenzae,  S.  pyogenes 
(group  A befa-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 
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SUCCESSFUL  SPRING 
MEETING 


The  annual  Spring  meeting  of  the  Iowa 
Medical  Society  House  of  Delegates  has 
adjourned.  The  business  has  been  considered 
and  policy  decisions  have  been  made  by  the 
delegates.  The  election  of  new  officers  offers  us 
a renewed  stimulus  to  work  under  their  lead- 
ership for  the  good  of  our  Society.  Underlying 
this  renewal  is  the  need  for  dedication  by  all 
Society  members  to  continue  to  provide  the 


best  possible  medical  service  to  the  people  of 
our  state. 

The  journal  congratulates  our  new  and 
continuing  officers,  as  well  as  all  who  have 
accepted  appointments  to  the  IMS  committees. 
We  need  to  commend  the  efforts  of  dedicated 
persons  who  serve  the  important  and  varied 
needs  of  this  professional  organization. 

The  motto  of  Rotary  International,  "He  prof- 
its most  who  serves  best,"  is  similarly  appli- 
cable to  the  IMS.  It  was  gratifying  to  see  the 
zeal  and  goodwill  among  the  delegates  at  the 
May  House  meeting.  They  served  their  constit- 
uent members  well.  Our  gratitude  is  extended 
to  them.  Their  efforts  do  not  go  unnoticed,  for 
they  function  to  provide  the  impetus  for  the 
entire  organization. 

In  addition,  we  must  not  overlook  the  long 
and  tedious  hours  expended  by  our  loyal  IMS 
staff.  How  fortunate  we  are  to  have  these  dedi- 
cated people  to  do  the  many  mundane  tasks 
that  are  necessary  during  such  a meeting 
beyond  their  everyday  duties. 

A new  year  commences.  As  the  leaves  and 
flowers  of  the  plants  and  trees  blossom  forth, 
the  new  year  of  our  Society  emerges.  There  are 
ongoing  programs,  and  innovations  for  the  fu- 
ture. Best  wishes  to  the  officers  and  commit- 
tee-persons.  We  stand  ready  to  do  our  part 
along  with  you.  — M.E.A. 


RECOGNITION  FOR 
ACTIVE  PHYSICIAN 


Numerous  Iowa  physicians  are  active  in 
civic  affairs  or  hold  public  office.  These 
community  service  activities  often  are  un- 
known to  other  members  of  our  Society.  Physi- 
cians have  many  unique  opportunities  by  vir- 
tue of  their  intelligence,  education  and  stature 
to  become  involved.  Frequently,  members  of 
our  profession  use  the  "too  busy"  response 
when  asked  to  serve;  yet,  if  they  analyzed  the 
working  hours  of  many  other  business  and 
professional  persons,  they  would  learn  that 
others  are  busy  also. 

A person  should  be  known  by  his  works. 
Recently,  Dr.  John  H.  Kelley,  immediate  past 
president  of  the  IMS,  was  discussing  this  mat- 
ter. He  noted  that  other  state  medical  societies 
recognize  the  civic  endeavors  of  the  profession 


in  various  ways.  In  some  instances  this  is  in  the 
form  of  a recognition  award  to  the  "Physician 
of  the  Year"  who  has  shown  his  worth  to  his 
community  as  a citizen,  not  as  an  experienced 
and  skilled  physician. 

I propose  that  our  Society  do  the  same.  The 
nominations  could  come  from  component 
county  societies  to  an  IMS  committee  responsi- 
ble for  selecting  the  "Physician-Citizen  of  the 
Year."  The  physician  who  serves  on  his  school 
board,  in  some  area  of  government,  in  the 
affairs  of  his  church  or  a civic  organization  or 
other  enterprise  should  be  recognized  by  his 
physician  peers.  The  presentation  of  an 
appropriate  scroll  or  plaque  could  be  made  at 
the  IMS  annual  meeting  along  with  other  tradi- 
tional awards. 

The  practice  of  medicine  is  not  the  only  duty 
we  have  to  our  fellow  citizens.  The  physician 
who  demonstrates  such  civic  responsibilities 
should  be  recognized.  What  do  you  think?  — 
M.E.A. 
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NUCLEAR  MAGNETIC  RESONANCE 


Nuclear  magnetic  resonance  (NMR)  is 
not  a new  modality;  it  has  been  useful  to 
organic  chemists  for  nearly  three  decades. 
However,  it  appears  NMR  will  usher  into  our 
profession  an  exciting  new  era  of  medical  di- 
agnosis, perhaps  ultimately  to  succeed  the 
CAT  scanner.  (There  goes  another  quarter  to  a 
half  million  dollars!) 

NMR  works  by  focusing  on  the  nuclei  in  the 
atoms  of  a single  element  in  biological  tissue, 
and  detecting  whether  those  nuclei  behave 
normally  in  response  to  external  magnetic 
forces.  The  nuclei  tend  to  spin  and  occasionally 
wobble.  It  is  this  wobbling  that  is  detected  and 
relayed  to  a computer  for  analysis.  Images  that 
are  then  reconstructed  resemble  a cross- 
section  of  the  organ  in  question.  That  recon- 
struction then  represents  a kind  of  biochemical 


* Gunby,  Phil:  The  new  wave  in  medicine:  nuclear  magnetic  resonance. 
jama,  247:151-159,  1982. 


SOME  NEW  BOOKS 


SOMETHING  HIDDEN:  A BIOGRAPHY  OF 
WILDER  PENFIELD,  1982,  by  Jefferson  Lewis. 
Doubleday  & Co.  Inc.,  New  York.  Price, 
$13.95.  A delightful  review  of  the  life  of  one  of 
the  “greats"  in  medicine. 

EMERGENCY  GUIDE  TO  PEDIATRIC  CAR- 
DIAC ARREST  by  Suzanne  Vokes,  R.N.,  and 
Paul  Hartunian,  EMT-Paramedic.  TRI-MED, 
65  Christopher  Street,  Montclair,  New  Jersey 
07042.  Price,  $5.95.  A very  good,  concise  out- 
line. Recommended  for  any  Emergency  Room. 

CURRENT  MEDICAL  DIAGNOSIS  AND 
TREATMENT  '82,  editors,  Marcus  A.  Krupp 
and  Milton  Chatton,  Jr.  Lange  Medical  Publica- 
tions, Los  Altos,  California  94022.  Price, 
$23.00. 


blueprint  of  cellular  activity.  Instead  of  show- 
ing physical  alterations  within  the  body,  NMR 
demonstrates  the  chemical  imbalances  that 
precede  structural  change. 

It  has  been  suggested  that  NMR  imaging 
eventually  may  allow  pinpointing  of  excessive 
fat  deposits  on  major  blood  vessels,  measure 
blood  flow  rates  from  well-identified  anatomic 
lesions  in  the  brain  or  elsewhere,  or  detect 
small  cancers  that  have  broken  away  from  the 
primary  site.  Ultimately,  when  whole-body  su- 
perconducting magnetic  equipment  becomes 
available,  it  may  be  possible  to  assess  metabo- 
lism, function,  and  the  success  of  treatment  of 
heart  disease  and  stroke.  Another  area  under 
investigation  is  the  determination  of  how 
donor  kidneys  from  cadavers  may  function  af- 
ter transplanting. 

It  is  presumed  that  NMR  is  safe  because  of 
the  low  energy  level  utilized.  All  aspects  are 
under  consideration  at  various  centers.  All  in 
all,  it  is  an  exciting  innovation.  The  January  8, 
1982  issue  of  jama*  presents  a review  of  the 
present  state  of  this  modality.  We  await  more 
research,  and  of  course,  approval  by  the 
F.D.A.  — M.E.A. 


WHITMER'S  GUIDE  TO  TOTAL  WELLNESS, 
1982.  Doubleday  & Co.  Inc.,  New  York.  Price, 
$14.95.  A program  to  help  achieve  maximum 
longevity  and  high  quality  of  life  by  eliminat- 
ing such  bad  habits  as  smoking,  lack  of  exer- 
cise, poor  nutrition,  obesity,  excessive  alcohol 
and  stress. 

FACELIFTS:  EVERYTHING  YOU  ALWAYS 
WANTED  TO  KNOW,  1982,  by  Norma  Lee 
Browning.  Doubleday  & Co.  Inc.,  New  York. 
Price,  $14.95. 

LIFELONG  SEXUAL  VIGOR:  HOW  TO 
AVOID  AND  OVERCOME  IMPOTENCE, 
1981,  by  Marvin  B.  Brooks.  Doubleday  & Co. 
Inc.,  New  York.  Price,  $12.95. 
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THE  SENTIMENTS  OF  THE  IOWA  MEDICAL  PROFESSION  ON  20  STATEMENTS  COVERING 
IMPORTANT  ASPECTS  OF  HEALTH  CARE  DELIVERY  ARE  REPORTED  ON  THE  FOLLOWING 
PAGES.  SHOWN  BY  PERCENTAGE  ARE  RESPONSES  TO  AN  IOWA  MEDICAL  SOCIETY  SUR- 
VEY RETURNED  BY  APPROXIMATELY  900  PHYSICIANS  (A  30%  RESPONSE).  THE  SURVEY 
WAS  CONDUCTED  BETWEEN  MARCH  17  AND  APRIL  10,  1982. 


WHAT  IOWA  PHYSICIANS 
ARE  THINKING  IN  1982! 
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1.  My  patients  are  expressing  concern  over  the 
cost  of  hospital  and  medical  care  on  a steadily 
increasing  basis. 

2.  Fees  paid  directly  by  patients  have  slowed 
noticeably  with  the  economic  recession. 

3.  Discussion  locally  among  individuals,  groups, 
and  in  the  media  is  more  concerned  with  high 
health  care  costs  than  any  time  in  my  recol- 
lection. 

4.  In  our  area  we  are  seeing  definite  community 
interest  in  alternate  delivery  mechanisms 
(HMO,  IPA,  etc.). 

5.  Local  business/industry  is  increasing  its  ac- 
tivity as  regards  employee  health  care  costs, 
utilization  of  inpatient  services,  and  consid- 
eration/implementation of  alternate  delivery 
systems. 

6.  Physicians  in  our  area  understand  the  HMO/ 
IPA  (and  other  alternate  delivery  concepts) 
quite  well. 

7.  Hospital  admissions  and  lengths  of  stay  are 
getting  closer  scrutiny  by  physicians  than  at 
any  time  in  my  practice  here. 

8.  Hospital  admission  criteria  followed  by  physi- 
cians in  this  area  are  about  as  tight  as  they 
can  be  and  still  preserve  the  quality  of  care. 

9.  Hospital  admissions  and  lengths  of  stay  have 
been  reduced  in  my  area  to  the  lowest  possi- 
ble points,  trying  to  balance  quality  care  as- 
surance and  cost  considerations. 


10.  Iowa  physicians  understand  that  the  peer  and 
utilization  review  functions  at  my  hospital(s) 
are  done  under  auspices  of  the  doctor-led 
Iowa  Foundation  for  Medical  Care  and  these 
functions  are  generally  accepted  by  our 
physicians. 
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WHAT  IOWA  PHYSICIANS 
ARE  THINKING  IN  1982! 


11.  There  should  be  more  encouragement  and 
financial  incentive  for  out-patient  care. 


12.  A high-cost  (premium)  first-dollar  full  benefit 
coverage  (as  opposed  to  a lower  cost,  co-pay/ 
deductible  alternative)  is  preferred  by  lowans 
in  this  area. 


13.  Blue  Cross/Blue  Shield  is  the  preferred  pre- 
payment (insurance)  option  among  lowans  in 
our  area. 


14.  In  today’s  economic  conditions  direct  pay- 
ment to  providers  by  Blue  Shield  is  apt  to  help 
it  retain  and  increase  its  number  of  “partici- 
pating physicians.” 


15.  There  is  good  acceptance  of  policies,  proce- 
dures, and  payments  issued  by  Blue  Shield 
among  physicians  in  this  area. 


16.  Blue  Cross/Blue  Shield  is  the  logical  Iowa 
instrument  to  pursue  a statewide  alternate  de- 
livery system. 


17.  A statewide  HMO/IPA  developed  and  mar- 
keted by  Blue  Cross/Blue  Shield  will  probably 
receive  support  and  participation  from  many 
physicians  in  this  area. 


18.  It  is  feasible  for  a statewide  HMO/IPA  to  suc- 
ceed in  a rural  oriented  state  such  as  Iowa. 


19.  There  is  a definite  upsurge  in  competition  for 
patients  among  physicians  in  my  area  of  Iowa. 


20.  The  medical  profession  is  providing  strong 
local  and  state  leadership  in  dealing  with 
matters  of  quality  care,  utilization,  costs, 
manpower,  etc. 
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CURRENT  IOWA  PHYSICIAN 
APPREHENSION  LEVELS 


Iowa  physicians  were  asked  recently  to  indicate  their  levels  of  apprehension  over  the 
factors  noted  below.  Specifically,  they  were  requested  to  rank  these  areas  as  they  con- 
tribute to  “your”  apprehension  over  being  able  to  maintain  a satisfying,  quality-oriented 
medical  practice,  the  tabulation  of  the  survey  produced  the  following  composite 
ranking. 
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INCREASING  HEALTH  CARE  COSTS 

ONSET  OF  ALTERNATE  DELIVERY 
SYSTEMS 

CHANGING  HEALTH  PLANNING 
MECHANISMS 

EXPANDING  PHYSICIAN  MANPOWER 
UTILIZATION  OF  ALLIED  MANPOWER 
QUALITY  ASSURANCE  ACTIVITY 
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The  symptoms  are  common.  Missing  receipts. 
Overdue  invoices.  Neglected  insurance  forms.  And, 
worst  of  all,  a lot  of  precious  time  spent  on  paperwork 
that  could  otherwise  be  devoted  to  patient  care . 

The  cure:  A Commodore  desktop  computer.  In- 
cluding disk  drive,  letter  quality  printer,  and  complete 
medical  accounting  and  word  processing  systems. 

For  a modest  investment,  you  get  all  the  features  of  a 
sophisticated  and  versatile  business  computer  that  can 
do  virtually  all  your  paperwork  in  a fraction  of  the 
time  it  takes  you  now. 

Commodore’s  Medical  Accounting  System 

(MAS)1,  for  example,  can  provide  you  with  a fast, 
flexible  accounting  and  bookkeeping  system  that’s  as 
easy  to  use  as  it  is  cost  effective.  Automating  your 
receivables,  invoicing,  aging  of  payables,  and  re- 
venue analyses.  MAS  can  also  generate  end-of-the- 
month  “Superbills”  as  well  as  standard  insurance  and 
Medicare  forms.  And  it  gives  you  a thorough  over- 
view of  your  office  activities  through  a series  of 
reports  ranging  from  diagnostics  to  referrals. 

And  with  our  word  processing  programs,  your 
Commodore  computer  is  versatile  enough  to  be  used 
whenever  you’d  normally  use  a typewriter.  For 
memos.  Reports.  Correspondence.  Proposals.  In 
seconds,  you  can  delete,  insert,  rearrange  para- 
graphs, even  revise  as  many  times  as  necessary.  With 
no  time  wasted  typing  multiple  drafts. 

If  all  that  time  saved  on  paperwork  is  used  to  take 
on  additional  patients,  just  think  how  quickly  your 
Commodore  computer  will  pay  for  itself,  many 
times  over. 

Your  Commodore  computer  can  be  expanded  to 

meet  the  needs  of  a growing  office.  And  Commodore 
dealers  throughout  the  country  offer  prompt  local 
service.  Visit  your  Commodore  dealer  for  a hands-on 
demonstration  of  the  Commodore  computer  that  does 
so  much,  so  easily,  at  such  a low  cost. 

1 Medical  Accounting  System  was  created  by  Cimarron  Corp. 


“MEDICAL  ACCOUNTING  PLUS 
WORD  PROCESSING  FOR  UNDER 
$6,500.  FROM  COMMODORE.” 

—WILLIAM  SHATNER 


Address 


State  

Zip  

Phone 


Commodore  Computer  Systems  SJG-6 

681  Moore  Road,  King  of  Prussia,  PA  19406 

□ Please  send  me  more  information  on  the  MAS  System. 
Name 


commodore 

COMPUTER 


OUR  MAN 
ON 

EDUCATION 

RICHARD  M.  CAPLAN,  M.D. 


CONTINUING  NON-MEDICAL 
EDUCATION 


not  excite  much  opposition  if  I characterized 
most  physicians  as  workaholics.  There  are  in- 
dications however,  that  many  of  the  "new 
breed"  of  physicians  are  trying  eagerly  to 
structure  a life  style  that  is  more  temperate  and 
less  workaholic. 


Figure  1 
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Some  of  my  recent  reading  has  exposed  me 
to  more  pessimism  than  I am  accustomed 
to.  The  first  item  was  a delightful  and  fanciful 
tale  by  Voltaire,  entitled  "Zadik."  The  plot 
seemed  almost  like  a soap  opera,  with  its  se- 
quence of  very  bad  things  happening  to  a hero 
described  as  exemplary  in  all  particulars.  The 
theme  asked  the  ancient  question,  "Why  Do 
Bad  Things  Happen  to  Good  People?"  The  ulti- 
mate happy  ending  seemed  contrived  and  un- 
believable, just  like  the  similar  happy  ending 
of  the  Book  of  Job. 

The  other  reading  sampled  the  German  phi- 
losopher Schopenhauer,  who  lived  and  wrote 
shortly  after  Voltaire,  in  what  was  called  then 
and  since  "the  age  of  enlightenment."  How 
sad  that  such  enlightenment  can  bring  such 
extreme  pessimism.  In  an  earlier  era  Thomas 
Hobbes  characterized  life  as  "nasty,  brutish 
and  short."  Schopenhauer  echoed  some  of  that 
view  of  life  and  described  its  pressures,  anx- 
ieties and  pains.  He  viewed  humanity  as  pur- 
suing a course  designed  to  protect  and  defend 
itself  against  the  viciousness  of  existence.  He 
further  saw  how  some  individuals  manage  to 
quit  this  feverish  effort,  changing  their  style 
and  not  running  and  struggling  all  of  the  time, 
only  to  find  themselves  promptly  immersed  in 
what  he  called  the  "horrible  domain  of  ennui." 
He  believed  man  cannot  tolerate  that  condition 
either.  Well,  I think  some  people  can,  but  in- 
deed "workaholics"  cannot.  It  probably  would 

Dr.  Caplan  is  Associate  Dean  for  Continuing  Medical  Education  at  The 
University  of  Iowa  College  of  Medicine. 


The  line  AB  in  Figure  1 that  separates  the 
workaholic  existence  from  the  similarily  de- 
structive and  unpleasant  ennui  may  seem  to 
have  an  almost  Euclidean  thinness.  If  we  strive 
for  the  golden  mean  of  moderation,  that  thin 
line  becomes  a very  difficult  place  to  try  to 
remain  and  maintain  balance.  (It  is  a little  like 
flipping  a coin  and  having  it  land  on  its  edge.) 


Figure  2 
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How  could  we  widen  that  line  AB  to  become 
a region  CDEF  in  Figure  2?  Some  "widening" 
activities  that  people  use  include  Zen,  medita- 
tion, religious  fervor,  alcohol  and  other  drugs, 
counseling,  psychoanalysis,  etc. 

I recommend  instead:  CNE  (Continuing 
Non-Medical  Education). 

Some  of  its  examples  might  include  a project 
among  any  of  these:  collecting;  computer  liter- 
acy; READING,  especially  (because  of  their 
brevity)  short  stories,  one-act  plays,  essays, 
poems;  handicrafts;  music;  jogging  or  walking; 


244  / Journal  of  Iowa  Medical  Society 


picnicking  (with  your  beeper  left  at  home); 
photography;  boating;  medical  history,  etc. 

As  he  often  did.  Sir  William  Osier  summed  it 
up  splendidly  with  these  words: 

"Every  day  do  some  reading,  or  work  apart 
from  your  profession.  I fully  realize  . . . how 
absorbing  is  the  profession  of  medicine  . . . but 
you  will  be  a better  man  and  not  a worse  practi- 
tioner for  an  avocation.  I care  not  what  it  may 
be:  gardening  or  farming,  literature  or  history 
or  bibliography,  any  one  of  which  will  bring 
you  into  contact  with  books." 


DRUG  DIVERSION  ACTIVITY 
IN  IOWA 

(Continued  from  page  235) 


4)  Carefully  evaluate  the  need  for  writing  a pre- 
scription for  a controlled  drug. 

5)  If  you  suspect  drugs  are  being  obtained  for 
other  than  legitimate  reasons,  report  it  to  the  Board 
and  to  your  local  law  enforcement  agency. 

The  Board  of  Medical  Examiners  has  had 
cases  recently  where  a physician  has  used  or 
allowed  use  of  a rubber  stamp  signature  on 
prescriptions.  This  practice  lends  itself  to  drug 
diversion.  The  law  requires  a controlled  drug 
prescription  be  signed  in  the  same  manner  as  a 
check  or  other  legal  document. 

A related  problem  is  the  matter  of  pre-signed 
prescription  blanks.  The  Board  has  discovered 
instances  where  this  practice  has  created  prob- 
lems through  inappropriate  use  by  physician's 
assistants  and  other  personnel. 

A further  area  of  concern  is  prescribing  by 
physicians  for  themselves  and  their  families. 
Some  impaired  physicians  have  prescribed  for 
themselves  and  families  and  have  created 
problems.  The  best  advice  is,  if  you  or  your 
family  need  a prescription  for  scheduled  drugs 
have  it  written  by  another  doctor. 

Iowa  physicians  are  held  in  esteem  by  their 
peers.  More  importantly,  they  are  held  in  high 
esteem  by  their  patients  and  the  general 
population.  Maintenance  of  this  esteem  will 
occur  by  giving  attention  to  such  matters  as  the 
diversion  of  legitimate  drugs  to  illegitimate 
channels.  The  Board  of  Medical  Examiners  be- 
lieves by  alerting  physicians  to  this  problem  it 
can  be  recognized  and  dealt  with  so  that  each 
prescription  issued  will  be  for  legitimate 
medical  purposes. 


The  NME 

"establish 

your 

practice" 

benefits 

package: 


*Over  60  well  equipped  acute 
care  hospitals. 

‘Selected  financial  assistance. 

‘Management  consulting. 

‘An  array  of  professional 
service  skills  and  talents  to 
assist  you. 

‘Locations  from  coast 
to  coast. 


if  you're  a Primary  care  Physician,  call 
for  yours  today. 


For  further  Information,  contact: 

Raymond  C.  Pruitt,  Director  Physician  Relations 

National  Medical  Enterprises 

11620  wiishlre  Blvd.,  Los  Angeles,  California  90025. 

Call  Toll-Free  800-421-7470 

or  collect  (213)479-5526. 


nfmonRL  meoicRb 

BRTERPRISBS,  IRC. 


"The  Total  Health  care  Company. 

An  Equal  Opportunity  Employer  M/F 


DRUG  THERAPY  REVIEW 


UNIVERSITY  OF  IOWA 
HOSPITALS  AND  CLINICS 


R"side  chain  is  important  to  the  pharmaco- 
kinetic characteristics  of  these  drugs.  (It  should 
be  noted  that,  technically,  moxalactam  is  an 
oxalactam,  in  which  the  sulfur  atom  present  in 
the  basic  ring  structure  is  replaced  by  oxygen, 
and  that  both  moxalactam  and  cefoxitin  have  a 
methoxy  group  attached  to  the  (3-lactam  ring, 
adding  greater  resistance  against  (3-lac- 
tamases.) 

Most  of  the  penicillins  and  cephalosporins 
are  excreted,  in  an  active  form,  into  the  urine. 
These  compounds  are  also  excreted  by  the  bili- 
ary system.  Among  the  third-generation 
drugs,  moxalactam  is  handled  almost  exclu- 
sively by  the  kidney.  Conversely,  cefopera- 
zone  is  excreted  primarily  into  the  bile.  Cefo- 
taxime is  the  only  third-generation  cephalos- 
porin which  is  metabolized  to  inactive  com- 


REYNOLD  SPECTOR,  M.D.,  Editor 


THE  NEW  CEPHALOSPORINS 

The  first  two  of  a number  of  third- 
generation  cephalosporins  have  recently 
been  licensed  for  clinical  use.  These  com- 
pounds (Table  1),  which  include  cefotaxime, 
moxalactam,  ceftizoxime,  and  cefoperazone, 
can  be  generally  characterized  as  being  very 
resistant  to  (3-lactamases  and  having  an  in- 
creased spectrum  of  activity  and  potency 
against  gram  negative  organisms.  Of  note  is 
the  presence  of  at  least  moderate  activity 
against  strains  of  Pseudomonas  aeruginosa.  The 
third-generation  cephalosporins  are,  however, 
less  active  than  penicillin  G and  semisynthetic 
penicillins  against  gram  positive  organisms 
(such  as,  staphylococci  and  streptococci)  and 
are  inactive  against  enterococci. 

STRUCTURE,  PHARMACOKINETICS,  AND 
ANTIMICROBIAL  ACTIVITIES 

A comparison  of  the  structures  of  the  third- 
generation  compounds  reveals  similarities 
with  both  their  cephalosporin  and  penicillin 
precursors  (Figure  1).  While  the  four- 
membered  (3-lactam  ring  remains  the  core  of 
antimicrobial  activity,  the  nature  of  the  R'side 
chain  determines  the  spectrum  of  action.  The 


This  information  for  Iowa  physicians  is  furnished  and  sponsored  by  the 
University  of  Iowa  Hospitals  and  Clinics. 


The  Cephalosporins 


Basic  Molecule: 


0 

R'-CNH 


COO" 


jr 

_FT 

Nome 

C^Jch2- 

0 

-0CCH3 

cephalothin  (Keflin) 

nQsch,- 

0 

-0CCH3 

cephapirin  (Cefadyl) 

N-Ns 

1 .NCH-— 

N — / 2 

N-N 

-S^  JCH3 

s 

cefazolin  (Ancef,  Kefzol) 

09H- 

OH 

N-N 

-si  N 

N 

cefamandole  (Mandol) 

CH3 

ls  Jch2- 

0 

-ocnh2 

cefoxitin  (Mefoxin) 

p 

— 0CCH3 

cefotaxime  (Claforan) 

N rC  — 

NH2ksd  noCH3 

-H 

N-N 

ceftizoxime  (Cefazox) 

HO<^>CH- 

COOH 

-sG 

N 

ch3 

moxalactam  (Moxam) 

H0(~^)CH—  V Y 

Ng-*LA  H V 

0 0 C2H5  CHj 

cefoperazone  (Cefobid) 

Figure  1 
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pounds  (Table  2).  An  important  attribute  of  the 
third-generation  compounds  is  their  ability  to 
cross  the  inflamed  blood-brain  barrier.  This 
attribute  should  become  useful  clinically  in  the 
management  of  patients  with  meningitis 
secondary  to  gram  negative  bacilli. 

CLINICAL  CONSIDERATIONS 

The  third-generation  cephalosporins  have 
elicited  considerable  interest  because  they  rep- 
resent a class  of  antibiotics  with  broad  spec- 
trum activity  and  minimal  toxicity.  However, 
the  first  several  analogs,  cefotaxime,  ceftizox- 
ime,  and  moxalactam  have  limited  activity 
against  Pseudomonas  aeruginosa.  Therapeutic 
failures  of  pseudomonas  infections  are  being 
increasingly  documented,  and  have  been 
associated  with  the  development  of  resistance 
to  these  antibiotics.  Failures  in  the  manage- 
ment of  patients  with  serratia  and  staphylococ- 
cal infections  have  also  been  documented.  In 
some  reports,  significant  superinfections  with 
enterococci  have  occurred.  In  vitro,  the  third- 
generation  cephalosporins  appear  to  have 
synergistic  action  with  aminoglycosides 
against  many  strains  of  Pseudomonas  aeruginosa 
and  S.  marcescens,  and  such  combinations  may 

TABLE  2 

COMPARATIVE  FEATURES  OF  THE  CEPHALOSPORINS 


Pharmacokinetics 

First  Generation 
Cephalothin 
or 

Cephapirin  Cefazolin 

Second  Generation 
Cefamandole  Cefoxitin 

Cefotaxime 

Third  Generation 
Ceftizoxime  Moxalactam 

Cefoperazone 

Half-life 

30-45  min. 

2 hrs. 

1 hr. 

40  min. 

1 hr. 

1 hr. 

2 hrs. 

2 hrs. 

Metabolized 

Yes 

No 

No 

No 

Yes 

No 

No 

No 

CSF  penetration 

No 

No 

No 

Poor 

Yes 

Yes 

Yes 

Yes 

Excretion 

urine,  bile 

urine,  bile 

urine, 

, bile 

urine,  bile 

urine,  bile 

urine,  bile 

urine  (90%) 

bile,  urine 

Antimicrobial  Spectrum* 
Gram  positive 

S.  aureus 

+ + + + 

+ + + 

+ + 

+ + 

+ + + 

+ + + 

+ + + 

+ + 

+ + 

S.  pneumoniae 

+ + + 

+ + + 

+ + 

+ + 

+ + + 

+ + + 

+ + + 

+ + 

+ + 

S.  pyogenes 

+ + + 

+ + + 

+ + 

+ + 

+ + + 

+ + + 

+ + + 

+ + 

+ + 

S.  fecalis 

— 

— 

— 

— 

— 

— 

— 

— 

Gram  negative 

E.  coli 

+ + + 

+ + + 

+ + 

+ + 

+ + + + 

+ + + + 

+ + + + 

+ + + + 

+ + + + 

Klebsiella 

+ + 

+ + + 

+ + 

+ + 

+ + + + 

+ + + + 

+ + + + 

+ + + + 

+ + + + 

Enterobacter 

— 

— 

+ + 

— 

+ + + 

+ + + 

+ + + 

+ + + 

Serratia 

— 

— 

— 

+ 

+ + 

+ + 

+ + 

+ + 

Proteus  (indole  + ) 

— 

— 

+ + 

+ + 

+ 4-  + + 

+ + + + 

+ + + + 

+ + + + 

H influenzae 

— 

+ 

+ + 

+ + 

+ + + + 

+ + + + 

+ + + + 

+ + 4§§b 

N.  gonorrhea 

+ + + 

+ + + 

+ + 

+ + 

+ + + 

+ + + + 

+ + + + 

+ + + + 

+ + + + 

Acinetobacter 

— 

— 

— 

— 

+ 

+ 

— 

+ 

P.  aeruginosa 

— 

— 

— 

— 

+ 

+ 

+ 

+ + + 

Bacteroides  fragilis 

— 

— 

— 

+ + + 

+ + 

+ + 

+ + + 

+ + 

* In  vitro  activity,  expressed  relatively  between  + and  + + + + ; — denotes  no  activity. 


TABLE  1 

THE  CEPHALOSPORINS 


First  Generation 

Second  Generation  Third  Generation 

cephaloridine 

cefamandole 

cefotaxime 

cephalothin 

cefoxitin 

moxalactam 

cephapirin 

cefuroxime 

ceftizoxime 

cefazolin 

ceforanide 

cefoperazone 

cephradine 

cefaclor 

cefsulodin 

cephalexin 

cefadroxil 

ceftriaxone 

ceftazidime 

be  useful  in  the  management  of  difficult  infec- 
tions secondary  to  these  organisms.  In  general, 
however,  it  is  expected  the  new  cephalospor- 
ins will  be  used  as  single  agents  in  the  treat- 
ment of  infections  secondary  to  susceptible 
organisms.  Enthusiasm  for  their  potential  to 
replace  the  usual  empiric  combination  therapy 
in  the  management  of  agranulocytic  patients  or 
patients  with  mixed  infections  must  be  tem- 
pered with  the  realization  of  their  limited  activ- 
ities against  Pseudomonas  sp.,  S.  aureus,  and  a 
few  other  organisms.  They  may  also  partially 

(Please  turn  to  page  248) 
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replace  the  need  for  aminoglycoside  therapy  in 
the  management  of  patients  with  infections 
secondary  to  most  coliforms.  Their  own  poten- 
tial for  nephrotoxicity  needs  to  be  further 
assessed. 

The  third-generation  cephalosporins  should 
probably  not  be  used  for  the  therapy  of  any 
infection  when  a narrower  spectrum,  less  ex- 
pensive agent  is  available.  For  example,  in  pa- 
tients with  peritonitis  secondary  to  £.  coli, 
ampicillin  remains  the  agent  of  choice.  Indeed, 
it  would  seem  useful  for  hospitals  to  adopt  a 
policy  in  which  only  one  or  two  cephalospor- 
ins from  each  generation  is  available  for  use. 
The  third-generation  product  should  probably 
be  reserved  for  use  only  when  there  is 
documented  infection  due  to  an  organism  that 
is  resistant  to  both  the  first-  and  second- 
generation  compounds.  The  use  of  even  a 
second-generation  compound  should  prob- 
ably also  depend  on  microbiological  docu- 
mentation and  demonstrated  resistance  to  a 
first-generation  product. 

A major  concern  is  the  cost  of  the  new 
agents.  At  prices  of  $9  or  more  per  gram  (about 
$1,000  for  a 10-day  treatment  course),  they  are 
two  to  three  times  more  expensive  than  the 
second-generation  compounds  and  four  to  five 
times  as  much  as  the  first-generation  cephalo- 
sporins. When  ceftriaxone  becomes  available, 
these  costs  may  be  considerably  reduced  be- 
cause of  this  compound's  very  long  half-life  (8 
hrs.).  Despite  these  higher  per  gram  costs, 
administration  of  a third-generation  drug 
alone  may  be  less  expensive  than  the  combina- 
tion of  clindamycin  and  gentamicin,  with 
attendant  frequent  monitoring  of  blood  levels 
and  renal  function,  that  is  used  in  the  empiric 
treatment  of  suspected  or  mixed  infection  in 
the  abdomen.  It  should  be  noted,  however, 
that  neither  treatment  regimen  is  less  expen- 
sive than  cefoxitin,  and,  without  proof  of  the 
unlikely  involvement  of  an  organism  resistant 
to  cefoxitin,  there  seems  to  be  little  reason  to 
use  these  other  approaches. 

As  regards  the  choice  of  a third-generation 
cephalosporin,  it  would  seem  that  only  minor 
differences  exist  between  most  of  the  com- 
pounds. Cefotaxime  has  a shorter  half-life  than 
moxalactam  and  is  metabolically  inactivated. 
Ceftizoxime  has  very  similar  antimicrobial 
properties  and  pharmacokinetics  as  cefotax- 
ime, except  that  it  is  not  susceptible  to  metabol- 
ic inactivation . Cefoperazone  has  greater  in  vit- 


ro activity  against  Pseudomonas  aeruginosa,  but 
its  clinical  efficacy  still  needs  further  docu- 
mentation. 

One  important  point  worthy  of  further 
emphasis  is  the  comparison  of  the  third- 
generation  cephalosporins  with  existing  peni- 
cillins. The  spectrum  of  carbenicillin  and  ticar- 
cillin  is  in  many  ways  similar  to  these  cephalo- 
sporins, and  there  would  be  little  reason  to  use 
the  more  expensive  cephalosporins  for  the 
treatment  of  patients,  not  allergic  to  penicillin, 
with  infections  due  to  organisms  susceptible  to 
both  types  of  antibiotics. 

This  entire  situation  is  further  complicated 
by  the  fact  that  two  new  (third-generation) 
penicillins  have  just  been  introduced,  with 
several  additional  related  compounds  on  the 
way.  Mezlocillin  (Mezlin)  and  piperacillin  (Pi- 
pracil)  extend  the  spectrum  of  carbenicillin  to 
include  some  strains  of  Klebsiella  sp.,  and  have 
improved  activities  against  Pseudomonas  sp. 
These  new  penicillins  are  much  less  expensive 
(about  $3  per  gram),  and  it  may  be  more  eco- 
nomical to  turn  to  these  new  compounds  for 
the  management  of  certain  patients. 

Finally,  we  would  like  to  emphasize  that  the 
use  of  any  of  the  newer  broad  spectrum  com- 
pounds not  be  a substitute  for  the  logical 
approach  to  identification  of  an  etiologic  agent 
(including  gram  stains)  and  appropriate  treat- 
ment thereof  with  narrow  spectrum  agents. 
Most  infections  are  still  caused  by  single 
agents,  and  treatment  with  these  expensive 
broad  spectrum  compounds  can  only  serve  to 
enhance  the  selection  of  multiple  antibiotic- 
resistant  organisms  and  raise  the  cost  of  pa- 
tient care.  — Luis  Alberto  Villar,  M.D.,  Fellozv  in 
Internal  Medicine,  and  Sam  T.  Donta,  M.D.,  Pro- 
fessor of  Medicine. 
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PUBLIC  HEALTH 


IOWA  HYPERTENSION 
STANDARDS 


May  was  once  again  National  High  Blood 
Pressure  Month.  For  the  eighth  year  in  a 
row,  thousands  of  health  professionals  across 
the  country  acted  as  a single  community  with  a 
common  goal  — to  draw  special  attention  to 
the  importance  of  high  blood  pressure  control. 
Historically,  National  High  Blood  Pressure  Month 
has  helped  to  generate  new  activities  in  areas 
where  none  existed;  expand  activities  when 
the  time  was  right  for  growth;  and  revitalize 
hypertension  control  activities  that  needed  re- 
newed energy. 

An  estimated  14  million  of  the  60  million 
people  with  high  blood  pressure  currently  re- 
ceive regular  therapy  to  control  their  blood  pres- 
sure. Compliance  with  prescribed  treatment 
programs  varies  but  some  studies  suggest  it  is 
as  low  as  20%  in  male  population  age  25-62, 
and  even  lower  among  black  males.  Therapy  is 
complicated  by  the  fact  that  hypertension  pre- 
sents few,  if  any,  symptoms  and  is  appro- 
priately known  as  the  silent  killer. 

It  is  well  known  that  reducing  blood  pres- 
sure decreases  overall  mortality  and  car- 
diovascular morbidity  in  patients  with  moder- 
ate and  severe  hypertension.  Statistics  from 
Health  and  Human  Services  show  that  indi- 
viduals in  the  workforce  with  high  blood 
pressure  develop  approximately: 

This  information  on  public  health  matters  is  furnished  and  sponsored 
by  the  Iowa  State  Department  of  Health. 


• three  times  as  much  coronary  heart  disease; 

• six  times  as  much  congestive  heart  failure; 

• seven  tunes  as  many  strokes, 

as  do  individuals  with  controlled  or  normal 
blood  pressure.  Obesity  increases  these  risks 
when  combined  with  elevated  cholesterol 
levels  and  diabetes.  Uncontrolled  high  blood 
pressure,  when  associated  with  elevated 
cholesterol  levels,  smoking  and  diabetes  have 
a significant  impact  on  all  our  lives,  directly 
and  indirectly,  at  home  and  at  work  — an  im- 
pact that  cannot  be  denied  or  ignored. 

In  the  past,  mass  screening  has  played  a key 
role  in  the  control  process,  because  hyperten- 
sive patients  are  generally  unaware  of  their 
disease.  Today,  rather  than  mass  screening, 
more  comprehensive  community  control  pro- 
grams are  emphasized.  Most  adults  already 
know  their  blood  pressure  level  or  will  have  it 
measured  during  routine  contact  with  the 
health  care  system.  Health  care  professionals 
in  all  specialties  have  been  and  continue  to  be 
strongly  encouraged  to  measure  blood  pres- 
sure at  each  patient  visit.  Whether  an  initial 
measurement  takes  place  at  a public  site,  a 
community  clinic,  the  worksetting,  or  the 
office  of  a physician,  the  following  arbitrary 
stratification  established  by  the  National  High 
Blood  Pressure  Coordinating  Committee  for 
diastolic  blood  pressure  level  has  been  conven- 
tional: 


Class 

Stratum  I (mild) 
Stratum  II  (moderate) 
Stratum  III  (severe) 


Blood  Pressure,  mm  Hg 
90-104 
105-114 
1 15 


The  term  "Mild"  (Stratum  I)  is  included  be- 
cause of  common  usage.  It  should  be  empha- 
sized that  even  for  those  with  so-called  mild 
hypertension,  the  cardiovascular  risk  is  twice 
that  for  individuals  with  normal  blood  pres- 
sure. Moreover,  in  the  presence  of  target  organ 
damage  or  other  independent  risk  factors,  the 
overall  risk  is  further  increased. 

The  findings  of  the  1980  Hypertension  De- 
tection and  Follow-up  Program  suggest  that 
long-term  reduction  of  blood  pressure  decreases 
overall  mortality  at  all  levels  of  hypertension . This 
is  a special  importance  with  regard  to  mild 
hypertension  because  of  its  high  prevalence  in 
the  population.  Although  reduction  in  overall 
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mortality  has  not  yet  been  demonstrated  in 
patients  below  age  50  with  mild  hypertension, 
treatment  of  these  patients  reduces  the  inci- 
dence of  such  hypertensive  complications  as 
stroke,  congestive  heart  failure,  left  ventricular 
hypertrophy,  and  progressive  rise  of  blood 
pressure.  It  is  therefore  reasonable  to  reduce 
blood  pressure  even  in  uncomplicated  mild 
hypertension  by  pharmacologic  or  nonphar- 
macologic  therapy. 

In  those  with  moderate  and  severe  hyper- 
tension, even  partial  blood  pressure  reduction 
has  been  shown  to  decrease  cardiovascular 
morbidity.  Data  from  the  Hypertension  Detec- 
tion and  Follow-up  Program  demonstrate  that 
setting  a therapeutic  goal  for  each  patient  is 
important.  The  initial  goal  of  antihypertensive 
therapy  is  to  achieve  and  maintain  diastolic 
pressures  at  less  than  90  mm  Hg.  A reasonable 
further  goal  is  the  lowest  diastolic  pressure 
consistent  with  safety  and  tolerance. 

In  an  attempt  to  encourage  detection,  educa- 
tion, referral,  and  control,  the  Iowa  State  De- 
partment of  Health  (ISDH)  has  developed 
Standards  for  Hypertension  Programs.  The 
State  criteria  for  screening  programs  is  consis- 
tent with  those  defined  by  national  organiza- 
tions. Initial  screening  and  rescreening  for 
adults  (age  18  and  over)  to  determine  above 
normals  and  appropriate  referral  are  indicated 
in  Table  I. 

The  Iowa  State  Department  of  Health  en- 
courages only  those  public  programs  which 
provide  follow-up  of  screenees  with  elevated 
readings.  All  program  sponsors  are  requested 


TABLE  I 

STANDARDS  FOR  HYPERTENSION  PROGRAMS 


NORMAL 

Diastolic  under  90 

Isolated  systolic  150  or  lower  in  screenees  under  age  35. 

Isolated  systolic  160  or  lower  in  screenees  age  35  or  older. 

ABOVE  NORMAL 
Diastolic  90  to  95 

Refer  to  rescreening  program.  If  diastolic  remains  90  or  above  at 
rescreening,  refer  to  physician  for  prompt  evaluation. 

Diastolic  95  & above 

Refer  to  physician  for  prompt  (within  one  month)  evaluation. 
Diastolic  115  and  above 

Refer  to  physician  for  immediate  evaluation. 

Isolated  systolic  above  1 50  in  screenees  under  age  35 
Refer  to  physician  for  prompt  evaluation. 

Isolated  systolic  above  160  in  screenees  35  or  older 
Refer  to  physician  for  prompt  evaluation. 
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Want  it  on  paper,  fast,  readable  time  after 
time  ...  try  Perma-Stamp®. 
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to  present  their  plans  for  screening  to  the  city 
or  county  board  of  health  having  jurisdiction 
over  the  geographical  area  where  the  screening 
program  is  to  be  conducted.  The  approval 
should  be  contingent  upon  the  condition  that 
follow-up  and  education  will  be  conducted 
under  the  auspices  of  the  public  health  nursing 
agencies. 

The  focus  of  the  Iowa  Program  will  continue 
to  encourage  detection  programs  in  an  effort  to 
screen  adults.  Worksite  screening  programs 
for  detection  and  education  as  a single  effort  or 
as  part  of  an  overall  health  promotion  program 
is  suggested.  Detection  programs  for  teenagers 
will  be  explored  in  the  near  future. 

Statistics  generated  statewide  from  partici- 
pating Iowa  Hypertension  Screening  pro- 
grams held  in  1981  will  be  available  soon. 
Please  feel  free  to  request  information  gathered 
in  your  county.  If  you  have  questions  or  com- 
ments concerning  the  hypertension  efforts  of 
the  Iowa  State  Department  of  Health,  please 
contact  Barbara  Thiede,  R.N.,  Iowa  State  De- 
partment of  Health,  Lucas  State  Office  Build- 
ing, Hypertension  Program,  Des  Moines,  Iowa 
50319.  515/281-6801. 
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DATEBOOK™  II 

DATEBOOK  manages  time  just  like  an  office 
appointment  book  and  is  designed  especially  for 
physicians,  dentists,  lawyers  or  for  any  office 
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DATEBOOK  ends  messy  scribbles  and  erasures 
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Disease 

Apr. 

1982 

Total 

1982 

to 

Date 

1981 

to 

Date 

Most  Apr.  Cases 
Reported  From 
These  Counties 

Amebiasis 

9 

36 

2 

Boone,  Johnson 

Brucellosis 

0 

1 

0 

Chickenpox 

1386 

4526 

5290 

Linn,  Polk, 

Campylobacter 

14 

64 

Pottawattamie 
Johnson,  Polk 

Cytomegalovirus 

5 

14 

8 

Johnson,  Wapello 

Eaton's  Agent 
infection 

14 

77 

10 

Johnson,  Boone, 

Encephalitis,  viral 

0 

6 

4 

Buena  Vista 

Erythema 

infectiosum 

73 

163 

605 

Wapello,  Polk,  Madison 

Gastroenteritis 

(GIV) 

1577 

6864 

10528 

Linn,  Polk,  Pottawattamie 

Giardiasis 

4 

31 

1 1 

Scott,  Polk,  Jones 

Hepatitis,  A 

14 

37 

120 

Decatur,  Johnson,  Polk 

Hepatitis,  B 

14 

35 

27 

Linn,  Polk,  Scott 

Hepatitis 

type  unspecified 

1 

7 

23 

Clinton 

Non  A,  Non  B 

2 

6 

Van  Buren,  Wapello 

Herpes  Simplex 

38 

116 

64 

Johnson,  Polk,  Scott 

Herpes  Zoster 

5 

9 

3 

Polk,  Black  Hawk,  Linn 

Histoplasmosis 

3 

11 

5 

Polk 

Infectious 

mononucleosis 

20 

100 

157 

Linn,  Black  Hawk, 

Influenza, 

lab  confirmed 

29 

38 

188 

Scott 

Polk,  Wapello,  Linn 

Influenza-like 
illness  (URI) 

5407 

22404 

43843 

Linn,  Johnson,  Polk 

Meningitis 

aseptic 

4 

10 

19 

Johnson,  Cerro  Gordo, 

bacterial 

24 

64 

48 

Des  Moines 

Black  Hawk,  Polk,  Scott 

meningococcal 

1 

5 

12 

Polk 

Mumps 

6 

21 

34 

Polk,  Black  Hawk 

Pertussis 

1 

1 

2 

Pottawattamie 

Rabies  in  animals 

48 

142 

295 

Dubuque,  Sac,  O'Brien 

Rheumatic  fever 

0 

2 

6 

Rubella 

(German  measles) 

0 

0 

0 

Measles 

0 

0 

1 

Salmonellosis 

31 

100 

62 

Polk,  Story,  Dubuque 

Shigellosis 

5 

17 

14 

Dubuque,  Muscatine,  Polk 

Toxic  Shock 
Syndrome 

1 

6 

8 

Muscatine 

Tuberculosis 
total  ill 

10 

35 

36 

Black  Hawk,  Polk 

bact.  pos. 

7 

25 

22 

Black  Hawk,  Polk 

Venereal  diseases: 
Gonorrhea 

443 

1547 

1538 

Polk,  Scott,  Black  Hawk 

Syphilis 

4 

11 

9 

Polk,  Scott,  Allamakee 

Laboratory  Virus  Diagnosis  Without  Specified  Clinical  Syndrome:  Adenovirus 
— 2,  Dubuque,  1 , Polk;  Guillain-Barre  — 1 , Decatur,  1 , Story;  Legionello- 
sis — 1 , Black  Hawk,  1 , Des  Moines,  1 , Fayette,  1 , Guthrie,  2,  Johnson,  1 , 
Woodbury;  Reye  Syndrome  — 1,  Polk,  1,  Union;  Hookworm  — 2,  Scott; 
Ascariasis  — 1 , Clinton,  2,  Johnson;  Tetanus  — 1 , Des  Moines;  Malaria  — 
1,  Johnson,  1,  Scott. 
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NEWS/PRODUCTS, 
PROGRAMS,  ETC. 


Information  on  various  products,  programs,  etc.,  is 
received  regularly  by  the  ims  journal.  Here  are 
short  items  sifted  from  the  mail  by  the  Scientific 
Editor.  A reference  to  a specific  product  is  not  in- 
tended to  suggest  any  particular  endorsement.  Ad- 
ditional information  on  any  entry  may  be  obtained  by 
contacting  the  ims  journal. 


3M  CLIP-ON  MONITOR  — 3M  Trace  Anesthetic 
Gas  Monitor  No.  3500  is  a lightweight,  clip-on 
unit  that  is  worn  on  the  clothing  near  the  user's 
breathing  zone.  The  monitor  measures  time 
weighted  average  concentrations  of  halothane, 
enflurane  and  similar  anesthetic  gases  to 
which  operating  room  personnel  are  exposed. 

EARLY  WARNING  SYSTEM  — Hewlett  Packard, 
Palo  Alto,  California,  has  introduced  a new 
patient  monitor  for  the  measurement  of  both 
hemodynamic  and  gas  parameters.  The  moni- 
tor (HP  78345A  Patient  Monitor)  accurately 
measures  both  inspired  and  expired  C02  and 
displays  the  C02  waveform.  A 30-minute 
trend  of  heart  rate  and  end  tidal  pC02  can  be 
displayed. 

ORAL  CONTRACEPTIVE  — G.  D.  Searle  & Co. 
now  markets  a new  low-dose  oral  contracep- 
tive (Demulen  1/35®)  which  has  15  micro- 
grams less  estrogen  per  pill  than  Demulen®. 
The  new  product  contains  1 milligram  synthet- 
ic progestogen,  ethynodiol  diacetate,  and  35 
micrograms  of  a synthetic  estrogen,  ethinyl 
estradiol. 

PACKAGED  FOR  3-DAY  THERAPY  — Schering 
Corporation  has  introduced  a new  convenient 
6-tablet  dispensing  unit  for  use  in  2-tablet,  3- 
day  therapy  with  Gyne-Lotrimin  (clotrima- 
zole) 100  mg  Vaginal  Tablets.  Gyne-Lotrimin 
Vaginal  Tablets  100  mg  are  indicated  for  the 
treatment  of  vulvovaginal  candidiasis.  Clotri- 
mazole is  a broad  spectrum  antifungal  agent 
that  inhibits  the  growth  of  pathogenic  yeasts. 


UNIQUE  ANTIBIOTIC  — Moxam®  (moxalactam 
disodium)  has  been  released  by  Eli  Lilly  and 
Company.  Moxam  is  the  first  of  a new  class  of 
beta-lactam  antibiotics  — neither  a penicillin 
nor  a cephalosporin.  This  antibiotic  has  activity 
against  a wide  range  of  gram-negative  organ- 
isms and  certain  gram-positive  organisms. 

NEW  MONITORING  ELECTRODE  — A monitoring 
electrode  with  “breathable”  backing,  excellent 
adhesion  to  skin  and  a low-chloride  gel  to 
minimize  skin  irritation  has  been  introduced 
by  3M's  Medical  Products  Division.  Red  Dot 
Monitoring  Electrodes  No.  2255  are  smaller 
than  most  — only  6 cm  — for  greater  choice  in 
placement.  The  new  soft  cloth  backing  con- 
forms to  the  body,  stretching  as  the  patient 
moves,  without  loss  of  adhesion.  The  built-in 
abrader  pad  helps  to  remove  the  dead  skin 
layer  to  achieve  better  contact  and  excellent 
trace  quality.  The  silver  and  silver  chloride 
eyelet  helps  to  ensure  reliable  tracings.  The 
new  electrodes  are  packed  25  to  a bag,  40  bags 
to  a case. 

NEW  IMMUNOSUPPRESSANT  FOR  RENAL  TRANS- 
PLANTATIONS — A T-lymphocyte-selective  im- 
munosuppressive drug  with  ability  to  lower 
rejection  rates  in  renal  transplantation  proce- 
dures has  been  introduced  by  the  Upjohn 
Company.  ATGAM  Sterile  Solution  is  said  to 
have  increased  the  one-year  survival  rate  for 
transplanted  kidneys  by  as  much  as  27%.  The 
generic  for  ATGAM  is  Lymphocyte  Immune 
Globulin,  Anti-Thymocyte  Globulin  (Equine). 

NEW  DRUG  — Paxipam  was  marketed  by 
Schering  Laboratories  in  November  as  a pre- 
scription drug.  It  is  a derivative  of  the  benzo- 
diazepene  class  of  drugs  widely  used  in  medi- 
cine and  is  a Schedule  IV  controlled  substance. 
The  drug  is  indicated  for  the  short-term  treat- 
ment of  symptoms  of  mild,  moderate  and  se- 
vere anxiety  disorders.  Dosage  should  be  indi- 
vidualized for  maximum  beneficial  effect.  The 
usual  recommended  dose  in  adults  is  40  mg  3 
to  4 times  a day.  Paxipam  is  supplied  as  a 
bright  orange,  scored,  20  mg  tablet  and  a 
white,  scored,  40  mg  tablet;  each  size  is  pack- 
aged in  bottles  of  100  tablets  and  boxes  of  100 
(10  strips  of  10  tablets  each)  for  unit  dose  dis- 
pensing. 
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Dr.  Thomas  A.  Vargish,  assistant  professor, 
Department  of  Surgery,  U.  of  I.  College  of 
Medicine,  was  guest  speaker  at  a recent  work- 
shop on  "Multiple  Trauma,"  in  Calmar,  spon- 
sored by  the  Minowa  Area  Health  Continuing 
Education  Association.  . . . Dr.  John  Rhodes, 
Sr.,  Pocahontas,  was  guest  speaker  at  a recent 
meeting  of  the  Wright  County  Medical  Society 
in  Clarion.  Dr.  Rhodes  spoke  on  "Political 
Problems  in  Medicine."  . . . Dr.  Paul  Mittel- 
stadt  will  begin  family  practice  in  Cresco  in 
August.  A native  of  Blue  Earth,  Minnesota,  Dr. 
Mittelstadt  received  the  M.D.  degree  at  the 
University  of  Minnesota  School  of  Medicine. 
He  is  currently  completing  his  family  practice 


residency  at  St.  Joseph  Mercy  Hospital  in 
Mason  City.  . . . Dr.  Robert  Singer,  director  of 
emergency  services  at  Schoitz  Memorial  Hos- 
pital in  Waterloo,  has  been  named  chairman  of 
the  Northeast  Iowa  Emergency  Medical  Ser- 
vices Association;  and  Dr.  Stephen  C.  Paulk, 
Waterloo  surgeon,  is  medical  director  of  the 
regional  organization.  . . . Dr.  Herbert  Rosen, 
Des  Moines,  has  joined  the  staff  of  the  Eidbo 
Medical  Surgical  Clinic  in  Des  Moines.  . . . Dr. 
Mervin  L.  McClenahan,  Dubuque,  recently 
was  appointed  medical  director  for  the  John 
Deere  Dubuque  Works.  . . . Dr.  and  Mrs. 
M.  Neil  Williams,  Cedar  Falls,  recently  re- 
turned from  a short-term  mission  to  the  Do- 
minican Republic  sponsored  by  the  Christian 
Medical  Society.  They  were  part  of  a team  of 
physicians,  surgeons,  nurses  and  paramedical 
personnel. 


Dr.  Scott  Linge,  Fayette  physician  for  29  years, 
has  sold  the  Fayette  Medical  Clinic  to  the  West 
Union  Medical  Clinic.  Dr.  Linge  retired  in 
March  due  to  ill  health.  He  and  Mrs.  Linge 
were  honored  recently  by  the  Fayette  com- 
munity at  an  open  house  in  Garbee  Hall  on  the 
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tlllj  MEDICAL  SUPPLY  INC. 

FOR  ALL  YOUR  MEDICAL  SUPPLY  & HOME  CONVALESCENT  NEEDS 


Wheel  Chairs 
Hospital  Beds 
All  Purpose 
Commode  Chairs 
Walkers  — Commodes 
Dressings 


Surgical  Pads 
Combine  Roles 
Under  Pads 
Adult  Plastic  Pants 
Oxygen  Supplies 
Student  Supplies 


Instruments 
Diagnostic  Equip. 
Lab  Supplies 
Equip.  For  Exam 
Rooms 

Crutches  — Canes 


Back  Rests 
Traction  Equip. 
Whirlpool  Baths 
Catheters 
Plastic 
Disposables 


SALES  — LEASING  — SERVICE  — REPAIRS 
“After  the  Sale  . . . it's  the  Service  that  Counts. " 


Call  FOR  INFORMATION:  Home  Office:  PH  319/337-3121 
Branch  Office:  PH  515/274-4015 


225  E.  Prentiss  St.  Iowa  City,  Iowa  52240 

5737  University  Avenue  Des  Moines,  Iowa  5031 1 


OTHER  STATES  IOWA  WATS 

1/800/553-6296  1/800/272-6448 
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Dalmane*  <E 

(flurazepam  HCI/Roche) 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep,  frequent 
nocturnal  awakenings  and/or  early  morning  awak- 
ening; in  patients  with  recurring  insomnia  or  poor 
sleeping  habits;  in  acute  or  chronic  medical  situa- 
tions requiring  restful  sleep.  Objective  sleep  labora- 
tory data  have  shown  effectiveness  for  at  least  28 
consecutive  nights  of  administration.  Since  insom- 
nia is  often  transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary  or  recom- 
mended. Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  flur- 
azepam HCI;  pregnancy.  Benzodiazepines  may 
cause  fetal  damage  when  administered  during  preg- 
nancy. Several  studies  suggest  an  increased  risk  of 
congenital  malformations  associated  with  benzodi- 
azepine use  during  the  first  trimester.  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possi- 
bility of  becoming  pregnant  exist  while  receiving 
flurazepam.  Instruct  patient  to  discontinue  drug 
prior  to  becoming  pregnant.  Consider  the  possibil- 
ity of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  com 
bined  effects  with  alcohol  and  other  CNS  depres- 
sants. An  additive  effect  may  occur  if  alcohol  is 
consumed  the  day  following  use  for  nighttime  seda- 
tion. This  potential  may  exist  for  several  days  fol- 
lowing discontinuation.  Caution  against  hazardous 
occupations  requiring  complete  mental  alertness 
(e.g.,  operating  machinery,  driving).  Potential 
impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recom- 
mended for  use  in  persons  under  15  years  of  age. 
Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with 
gradual  tapering  of  dosage  for  those  patients  on 
medication  for  a prolonged  period  of  time.  Use 
caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated  patients,  it 
is  recommended  that  the  dosage  be  limited  to  15  mg 
to  reduce  risk  of  oversedation,  dizziness,  confu- 
sion and/or  ataxia.  Consider  potential  additive 
effects  with  other  hypnotics  or  CNS  depressants. 
Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suici- 
dal tendencies,  or  in  those  with  impaired  renal  or 
hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated 
patients.  Severe  sedation,  lethargy,  disorientation 
and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported.  Also  reported: 
headache,  heartburn,  upset  stomach,  nausea,  vom- 
iting, diarrhea,  constipation,  G1  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weakness, 
palpitations,  chest  pains,  body  and  joint  pains  and 
GU  complaints.  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burn- 
ing eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria,  depres- 
sion, slurred  speech,  confusion,  restlessness,  hallu- 
cinations, and  elevated  SGOT,  SGPT,  total  and  direct 
bilirubins,  and  alkaline  phosphatase;  and  paradoxi- 
cal reactions,  e.g.,  excitement,  stimulation  and 
hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage;  15  mg  may  suf- 
fice in  some  patients.  Elderly  or  debilitated 
patients:  15  mg  recommended  initially  until 
response  is  determined 

Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 
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Upper  Iowa  University  campus.  . . , Dr.  Pat- 
rick Welle  will  open  a pediatric  practice  in  Fort 
Madison  in  August.  Dr.  Welle  received  the 
M.D.  degree  at  the  University  of  Illinois  School 
of  Medicine  in  Chicago  and  has  had  a pediatric 
residency  at  the  University  of  Minnesota.  . . . 
Dr.  Clare  C.  Jones,  longtime  Spencer  physi- 
cian, has  retired.  Dr.  Jones  received  the  M.D. 
degree  at  Rush  Medical  College  in  Chicago.  He 
began  his  medical  practice  in  Spencer  in  1933. 

. . . Dr.  Rodney  Johnson  recently  joined  the 
medical  staff  of  the  Floyd  County  Hospital  in 
Charles  City.  Dr.  Johnson  received  the  M.D. 
degree  and  served  his  orthopedic  surgery  res- 
idency at  the  University  of  Calgary,  Calgary, 
Alberta,  Canada.  Prior  to  locating  in  Charles 
City,  Dr.  Johnson  was  associated  with  a multi- 
specialty medical  group  in  Montana.  . . . Dr. 
Gerald  J.  Collins,  Dubuque,  recently  was 
named  a Fellow  of  the  American  Academy  of 
Facial  Plastic  and  Reconstructive  Surgery.  . . . 
Dr.  Edward  Hertko,  Des  Moines,  was  guest 
speaker  at  a recent  meeting  of  the  Newton  area 
chapter  of  the  American  Diabetes  Association. 
Dr.  Hertko  discussed  the  new  Central  Iowa 
Diabetes  Education  Center  in  Des  Moines. 


Dr.  William  A.  Castles,  Dallas  Center,  retired 
in  March  after  36  years  of  providing  medical 
care  to  residents  of  the  Dallas  Center  area.  Dr. 
Castles  received  the  M.D.  degree  at  the  U.  of  I. 
College  of  Medicine,  and  interned  at  St.  Mary's 
Hospital  in  Kansas  City,  Missouri.  He  began 
medical  practice  in  Dallas  Center  in  1946.  A 
former  chief  of  staff  at  Iowa  Lutheran  Hospital 
in  Des  Moines,  Dr.  Castles  served  as  director  of 
the  Iowa  Academy  of  Family  Physicians  from 
1957-1962  and  vice  president  from  1963-1964. 
He  was  a delegate  to  the  American  Academy  of 
Family  Physicians  from  1964-1967  and  was  in- 
strumental in  the  formation  of  the  College  of 
Family  Physicians.  . . . Dr.  Paul  Koellner, 
Ames,  was  guest  lecturer  at  an  Iowa  State  Uni- 
versity Special  Education  Seminar.  Dr.  Koell- 
ner talked  on  "Mental  Retardation." 


At  a recent  meeting  of  the  Des  Moines  Consor- 
tium of  Family  Physicians,  Dr.  Roy  Overton 

(Please  turn  to  page  256) 
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was  named  Family  Physician  of  the  Year;  Dr. 
Robert  Kreamer  was  named  Consultant  of  the 
Year;  and  Dr.  Paul  Holzworth  was  presented  a 
special  award  as  Physician/Parent  of  the  Year. 
All  are  Des  Moines  physicians.  Also  honored 
at  the  meeting  was  Sister  Patricia  Clare, 
R.S.M.,  Mercy  Hospital  Medical  Center  in  Des 
Moines.  Sister  Clare  was  named  Hospital 
Administrator  of  the  Year.  . . . Dr.  K.  D. 
Dolan,  Iowa  City,  has  been  named  president 
of  the  Iowa  Radiology  Society;  and  Dr.  Dale 
Roberson,  Cedar  Rapids,  president-elect.  Dr. 
Jeffrey  H.  Watters,  Des  Moines,  was  re-elected 
secretary-treasurer.  . . . The  U.  of  I.  College  of 
Medicine  has  announced  the  promotion  of  the 
following  physicians  to  the  rank  of  full  profes- 
sor — Dr.  Richard  L.  Anderson,  ophthal- 
mology; Dr.  Richard  A.  Brand,  orthopaedic 
surgery  and  materials  engineering;  Dr.  Neal  F. 
Kassell,  surgery;  Dr.  Stefan  Loening,  urology; 
Dr.  David  M.  Lubaroff,  urology  and  micro- 
biology; Dr.  Jean  Robillard,  pediatrics;  Dr. 
Robert  L.  Rodnitzky,  neurology;  and  Dr.  Wil- 
bur L.  Smith,  radiology  and  pediatrics. 


Dr.  Lane  A.  Reeves,  Des  Moines,  has  com- 


pleted a fellowship  in  reproductive  endocrinol- 
ogy and  infertility  at  the  Johns  Hopkins  Uni- 
versity Hospital  in  Baltimore,  Maryland.  Dr. 
Reeves  will  resume  his  gynecology  practice  in 
Waterloo  in  August.  . . . Dr.  Don  C.  Green, 
Des  Moines,  newly  appointed  director  of  the 
Iowa  Pain  Management  Center  at  Northwest 
Community  Hospital,  recently  announced  the 
appointment  of  12  co-directors.  Drs.  Marvin 
Dubansky,  Marshall  Flapan,  Sinesio  Misol 
and  Joshua  Kimelman  will  head  the 
orthopedics  service;  Drs.  Ernesto  Barrantes 
and  Rafael  Ortiz,  the  anesthesiology  section; 
Dr.  James  Caterine,  general  surgery;  Drs. 
Michael  J.  Stein,  Joseph  M.  Doro  and  David 
Friedgood,  neurology;  Dr.  Roger  D.  Shafer, 
psychiatry,  and  Dr.  Kenneth  Rappaport,  inter- 
nal medicine  and  nephrology.  During  the  5th 
Annual  Governor's  Conference  on  Substance 
Abuse,  Dr.  Stanley  Haugland,  Des  Moines, 
was  presented  the  annual  Kirk  Strong  Award 
for  his  contribution  to  the  field  of  substance 
abuse.  The  award  is  presented  in  recognition 
of  the  personal  and  professional  services  of  Dr. 
Kirk  FI.  Strong  (July  9,  1926  — September  8, 
1978)  to  the  field  of  substance  abuse.  Dr.  Haug- 


CARE  FOR  YOUR  COUNTRY. 

As  an  Army  Reserve  physician,  you  can  serve 
your  country  and  community  with  just  a small  investment 
of  your  time.  You  will  broaden  your  professional  expe- 
rience  by  working  on  interesting  medical  projects  in  your 
community.  Army  Reserve  service  is  flexible,  so  it  won’t 
interfere  with  your  practice.  You'll  work  and  consult  with  top 
physicians  during  monthly  Reserve  meetings.  You’ll  also 
attend  funded  continuing  medical  education  programs.  You 
will  all  share  the  bond  of  being  civic-minded  physicians  who 
are  also  commissioned  officers.  One  important  benefit  of  being  an  officer  is 
the  non-contributory  retirement  annuity  you  will  get  when  you  retire  from  the 
Army  Reserve.  To  find  out  more,  simply  call  the  number  below. 

ARMY  RESERVE.  BE  ALL  YOU  CAN  BE. 

Call  Collect:  CPT  John  M.  Bray  — (612)  354-7702/7328 
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malpractice 


It's  a single,  eleven-letter  word  that  can  put  your  finances,  your  career  and 
your  peace  of  mind  on  the  line. 

You  can  try  to  stop  it.  But  you  have  to  protect  yourself  against  it. 

The  St.  Paul  can  help.  It  helps  over  47,000  doctors  nationwide.  It  can  help 


• over  40  years  of  experience  in  the  medical  liability  market 

• a commitment  to  maintain  market  stability 

• a single  reporting  endorsement  option  with  waiver  of  the  pre- 
mium in  the  event  of  death  or  disability 

• a premium  adjustment  plan 

• expert  loss  prevention  and  claims  handling  resources 

• the  Professional  Office  Package,  a truly  unique  product  that 
offers  property  coverage  as  well  as  office  and  professional 
liability  in  one  convenient,  easy-to-read  package  policy. 

And,  with  a newly  revised  professional  liability  policy,  your  policy  is  among 
the  broadest,  most  comprehensive  The  St.  Paul  has  ever  written. 

• it  contains  no  exclusions 

• the  reporting  endorsement  premium  has  been  eliminated  for 
doctors,  65  and  over,  who  have  retired  and  who  have  been 
insured  with  The  St.  Paul  for  five  consecutive  years  prior  to 
their  retirement 

• a large  deductible  program 

• many  extra  charges  eliminated  for  employed  physicians  and 
surgeons  as  well  as  extra  charges  for  technicians  and  treatments. 


St.  Paul  Fire  and  Marine  Insurance  Company,  Des  Moines  Service  Center, 


you. 


See  your  St.  Paul  agent  for  details. 


Property  & Liability 
Insurance 


1025  Ashworth  Road,  West  Des  Moines,  Iowa  50265 
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land  has  served  since  1975  as  medical  director 
of  Powell  III  Alcoholism  Treatment  Center, 
Iowa  Methodist  Medical  Center,  Des  Moines. 
Since  1970,  he  has  served  as  chairman  or  co- 
chairman  of  the  Iowa  Medical  Society's  Sub- 
committee on  Alcoholism  and  Drug  Abuse.  As 
a member  of  this  Subcommittee,  Dr.  Haugland 
helped  to  establish  the  society's  new  Assis- 
tance Program  for  Troubled  Physicians. 


Dr.  David  Sands  recently  began  a "house  call 
only"  pediatric  practice  in  Fairfield.  Dr.  Sands 
received  the  M.D.  degree  at  the  U.  of  I.  College 
of  Medicine  and  served  his  pediatric  residency 
at  the  University  of  Kansas.  Dr.  Sands  makes 
house  calls  only  unless  you  go  to  the  clinic  in 
Mt.  Pleasant  where  he  works  part-time. 

DEATHS 

Dr.  Clifford  E.  Lierman,  76,  longtime  Lake 
View  physician,  died  April  9 at  Loring  Hospital 


in  Sac  City.  Dr.  Lierman  received  the  M.D. 
degree  at  the  University  of  Nebraska  School  of 
Medicine.  Following  military  service  in  World 
War  II,  he  began  medical  practice  in  Lake 
View.  Dr.  Lierman  served  as  chief  of  staff  at 
Loring  Hospital  in  Sac  City  for  several  years 
and  on  the  Lake  View- Auburn  Board  of  Educa- 
tion for  over  17  years.  Prior  to  his  retirement, 
he  served  as  Sac  County  Medical  Examiner  and 
County  Health  Officer.  In  April,  1981,  he  was 
the  recipient  of  the  Lake  View  Commercial 
Club's  Hall  of  Fame  Award  and  recently  was 
presented  the  Team  Doctor  Award  by  the  Iowa 
High  School  Athletic  Association. 

Dr.  Melvin  G.  Bourne,  79,  Algona,  died  at  his 
home  April  23.  Dr.  Bourne  received  the  M.D. 
degree  at  the  U.  of  I.  College  of  Medicine  and 
completed  his  internship  at  Harper  Hospital  in 
Detroit,  Michigan.  He  began  medical  practice 
in  Algona  in  1931,  retiring  in  1975.  Dr.  Bourne 
was  a charter  member  of  the  American 
Academy  of  Family  Physicians. 


a DEC 


SERVICES  OFFERED: 

• SELF  MANAGEMENT  COURSE 

• PROFESSIONAL  COURSE 

• CONSULTATION  SERVICES 

• OUTREACH  PROGRAMS 


CONTACT:  CENTRAL  IOWA  DIABETES  EDUCATION  CENTER 
1425  WOODLAND  AVENUE 
DES  MOINES,  IOWA  50308 
515-283-5074 
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CLASSIFIED  ADVERTISING 


WANTED  — FAMILY  PHYSICIAN  — to  staff  established  satellite 
office  in  association  with  3-member  family  physician  group.  Guaranteed 
salary  plus  percentage  of  gross.  No  investment.  Excellent  fringe  ben- 
efits. Located  in  scenic  recreational  area  of  northeast  Iowa.  Contact  Bill 
R.  Withers,  M.D.,  Waukon  Medical  Associates,  Inc.,  P.C.,  Waukon, 
Iowa  52172.  Phone  319/568-3449  or  319/568-3844. 


PHYSICIANS  WANTED  — Immediate  opening  for  family  physician 
and  internist.  Join  solo  practitioner  in  newly  constructed  and  fully 
equipped  clinic  situated  centrally  in  county  seat  of  7,000  population, 
serving  trading  area  of  25,000.  Board  certified  or  board  eligible  pre- 
ferred. Fully  accredited  96-bed  hospital  minutes  away.  Salary  negoti- 
able, depending  on  qualifications  and  experience.  Please  submit  CV  to 
R.  L.  Bendixen,  M.D.,  Denison  Primary  Care  Center,  P.C.,  203  North 
Main  Street,  Denison,  Iowa  51442,  or  call  712/263-4102. 


FOR  SALE  — Used  office  equipment  — 4 exam  tables,  2 treatment 
tables,  4 desks,  desk  chairs,  2 diathermy  machines,  matched  set — desk, 
filing  cabinet,  credenza,  stools,  exam  lights,  utility  carts,  desk  accesso- 
ries, card  files,  small  instruments,  etc.  Best  offer.  Contact  the  Family 
Care  Center,  1109  Highland  Avenue,  Red  Oak,  Iowa  51566.  712/623-5171. 


WOULD  YOU  SELL  YOUR  PRACTICE  FOR  A YEAR'S  SALARY  OR 
MORE?  Physicians  with  an  established  practice  in  key  areas  can  receive 
excellent  returns  if  they  decide  to  sell  their  practice.  For  more  informa- 
tion, call  FirstCare,  Inc.  816/587-1850. 


PRACTICE  OPPORTUNITIES  — Health  Resources  has  long-term 
career  opportunities  and  short-term  locum  tenens  positions  available. 
Please  send  CV  in  confidence  to:  Dr.  Ron  Hammerle,  Health  Resources, 
Ltd.,  River  Road  Professional  Bldg.,  Box  12220,  Kansas  City,  Missouri 
64152.  816/587-0920. 


FIFTY-PHYSICIAN  MULTI-SPECIALTY  CLINIC  — in  west  central 
Wisconsin  wants  cardiologist  (non-invasive),  neonatologist,  neurolo- 
gist, neurosurgeon,  orthopedic  surgeon,  and  otolaryngologist.  Excellent 
cultural,  educational,  and  recreational  facilities.  90  miles  from  Min- 
neapolis. Please  contact  James  R.  Jepson,  Administrator,  Midelfort  Clin- 
ic, Ltd.,  733  West  Clairemont  Avenue,  Eau  Claire,  Wisconsin  54702  or 
call  715/839-5266. 


FAMILY  PRACTICE  PHYSICIAN  NEEDED  — Three  physician  fami- 
ly practice  group,  board  certified,  needs  board  certified  family  practice 
physician  to  join  a well  established  family  practice.  For  further  informa- 
tion contact  R.  C.  Larson,  M.D.,  Beaverdale  Clinic,  2912  Beaver  Avenue, 
Des  Moines,  Iowa  50310.  515/255-3106. 


FAMILY  PRACTITIONER  NEEDED  — for  three  physician  profes- 
sional corporation  in  south  central  Iowa.  Excellent  opportunity  to  prac- 
tice in  a rural  area.  Clinic  adjacent  to  county  hospital.  Growing  practice. 
Contact  Paul  Rowland,  Manager,  Corydon  Medical  Clinic,  P.  C. , 100  East 
South  Street,  Corydon,  Iowa  50060.  515/872-2111. 


DOCTORS  NEEDED  — In  Wisconsin,  Minnesota,  and  Iowa,  all  spe- 
cialties, all  locations.  For  confidential  information,  mail  your  C.V.  to 
Medicus,  1525  Wisconsin  Avenue,  Grafton,  Wisconsin  53024. 


UROLOGIST  AND  OPHTHALMOLOGIST  OPENING  — Medical 
building  offers  choice  of  solo  practice  or  joining  group.  Excellent  referral 
base,  located  next  door  to  county  hospital.  Can  arrange  either  solo  needs, 
salary  or  incentive  in  same  facility.  4-year  college,  new  large  industry, 
3,000  acre  lake.  Contact  D.  Pritchard,  Buena  Vista  Clinic,  P.C.,  Box  742, 
Storm  Lake,  Iowa  50588.  712/732-5030. 


FOR  SALE  — Doro  phone  answering  and  central  dictating  unit  — 
regular  and  mini  cassette.  In  good  working  condition.  $400.  For  further 
information,  call  319/277-6302. 


INTERNAL  MEDICINE  SPECIALIST  NEEDED  — We  are  interested 
in  adding  a second  internist  to  our  physician  staff.  We  believe  our 
opportunity  to  be  very  unique  and  challenging  to  a new  internal  medi- 
cine specialist.  Internal  medicine  in  Muscatine  is  a pleasant  and  stimu- 
lating blend  of  primary  care  and  referral  work.  Our  group  practice  offers 
continued  contact  with  the  University  of  Iowa  through  the  Internal 
Medicine  Department.  Our  physician  staff  consists  entirely  of  young, 
progressive,  primary  care  professionals  who  are  primarily  interested  in 
providing  innovative,  high  quality  health  care  to  the  community  and 
surrounding  referral  area.  Contact  Michael  Sundall,  Clinic  Administra- 
tor, Muscatine  Health  Center,  Inc.,  1514  Mulberry  Avenue,  Muscatine, 
Iowa  52761.  319/264-3258. 


FAMILY  PRACTICE  PHYSICIAN/OR  PRIMARY  CARE  ORIENTED 
INTERNIST  — To  join  2 family  practice  physicians  and  a board  certified 
surgeon  in  a group  practice.  Located  in  a community  of  2,500  in  south- 
west Minnesota.  This  medical  clinic  is  supported  by  a modern  30-bed 
acute  care  hospital  and  138-bed  skilled  long  term  care  facility.  Guaran- 
teed first  year  income,  will  pay  travel  expenses  for  interview.  Interested 
physicians  send  curriculum  vitae  to  William  Wilson,  Administrator, 
Springfield  Community  Hospital,  P.  O.  Box  146,  Springfield,  Minnesota 
56087  or  call  Collect  507/723-4215  for  more  information. 
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PHYSICIANS’  DIRECTORY 


ALLERGY 


RICHARD  L.  COOLEY,  M.D. 
PARK  CLINIC 
MASON  CITY 
515/421-5677 


CARDIOLOGY 


CARDIOLOGY  CONSULTANTS,  P.C. 

A.  L.  CHUGHTAI,  M.D.,  F.A.C.C. 

M.  L.  KWATRA,  M.D. 

1028  FOURTH  STREET 
DES  MOINES  50314 
515/244-1352 
PRACTICE  LIMITED  TO 
CARDIOVASCULAR  DISEASES  — ALL 
INVASIVE  AND  NONINVASIVE 
PROCEDURES 


DERMATOLOGY 


ROBERT  J.  BARRY,  M.D. 

1030  FIFTH  AVE.,  S.E. 

CEDAR  RAPIDS  52403 
319/366-7541 

PRACTICE  LIMITED  TO  DISEASES, 
CANCER  AND  SURGERY  OF  SKIN 

ROGER  I.  CEILLEY,  M.D. 

J.  WILLIAM  HOLTZE,  M.D. 

1212  PLEASANT,  SUITE  402 
DES  MOINES  50309 
515/244-0136 

DERMATOLOGY,  DERMATOLOGIC 
SURGERY  AND  MOHS’ 
CHEMOSURGERY  FOR  SKIN  CANCER 

RANDALL  R.  MAHARRY,  M.D. 

1212  PLEASANT,  SUITE  406 
DES  MOINES  50309 
515/243-86766 

ROBERT  R.  SCHULZE,  M.D. 

3836  BEAVER 
DES  MOINES  50310 
515/277-6377 

DERMATOLOGY  AND  DERMATOLOGIC 
SURGERY 

S.  D.  MARTY,  M.D. 

P.  M.  SCHAP,  M.D. 

PARK  CLINIC 
MASON  CITY 
515/421-5620 


DERMATOPATHOLOGY 


ASSOCIATED  PATHOLOGISTS,  P.C. 
KINGSLEY  B.  GRANT,  M.D. 

DERMATOPATHOLOGY 

ROGER  C.  UNDO,  M.D. 

J.  MARTIN  JOHNSON,  M.D. 

1026  A.  AVENUE,  N.E. 

CEDAR  RAPIDS  52402 
319/369-7002 
ANATOMIC  AND  CLINICAL 
PATHOLOGY 


ELECTRODIAGNOSIS 


BURTON  STONE,  M.D. 

BURLINGTON  MEDICAL  CENTER 
2910  MADISON  AVENUE 
BURLINGTON  52601 
319/754-7841 

ELECTROMYOGRAPHY  & NERVE 
CONDUCTION  VELOCITY  STUDIES, 
PHYSICAL  MEDICINE  & 
REHABILITATION,  KLEIN 
REHABILITATION  UNIT 


GASTROENTEROLOGY 


DIAGNOSTIC  GASTROENTEROLOGY 
ASSOCIATES,  P.C. 

Y.  PRUSAK,  M.D. 

HARVEY  GILLER,  D.O. 

JEFFREY  STAHL,  M.D. 

943  19TH 
DES  MOINES  50311 
515/288-6097 
PRACTICE  LIMITED  TO 
GASTROENTEROLOGY  AND 
GASTROINTESTINAL  ENDOSCOPY 

JAMES  P.  GOULD,  M.D. 

COLONY  PARK  BLDG. 

37TH  AND  WOODLAND 
WEST  DES  MOINES  50265 
515/225-3122 
PRACTICE  LIMITED  TO 
GASTROENTEROLOGY 


GYNECOLOGY-ONCOLOGY 


FARSHAD  AGAHI,  M.D. 
PARK  CLINIC 
MASON  CITY 
515/421-5625 


HEMATOLOGY-ONCOLOGY 


JASJEET  SANGHA,  M.D. 

3118  BROCKWAY  ROAD 
WATERLOO  50701 
319/235-7774 

PRACTICE  LIMITED  TO  HEMATOLOGY 
AND  MEDICAL  ONCOLOGY 


INTERNAL  MEDICINE 


RALPH  R.  PRAY,  M.D.,  F.A.C.P. 

1221  CENTER  STREET,  SUITE  15 
DES  MOINES  50309 
515/282-8343 

CHEST,  INFECTIOUS 
DISEASES  & INTERNAL 
MEDICINE  ASSOCIATES,  P.C. 

ROGER  T.  LIU,  M.D. 

INTERNAL  MEDICINE  & PULMONARY 
DISEASES 

DANIEL  H.  GERVICH,  M.D. 


INTERNAL  MEDICINE  & INFECTIOUS 
DISEASES 

1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


PULMONARY  MEDICINE 


PULMONARY  MEDICINE,  P.C. 
STEVEN  K.  ZORN,  M.D. 
GREGORY  HICKLIN,  M.D. 
4060  WESTOWN  PKWY. 
WEST  DES  MOINES  50265 
515/225-8452 


LEGAL  SERVICES 


MARK  D.  RAVREBY,  M.D.,  J.D. 
1001  OFFICE  PARK  RD. 

WEST  DES  MOINES  50265 
515/225-2979 


NEONATOLOGY 


S.  SAHU,  M.D.,  F.A.A.P. 
NEWBORN  SPECIALIST,  P.C. 
MERCY  MEDICAL 
PLAZA,  SUITE  304 
DES  MOINES  50314 
24  HOUR  515/244-0377 


NEUROLOGY 


ALFREDO  D.  SOCARRAS,  M.D. 

421  LAUREL,  SUITE  408 
DES  MOINES  50314 
515/283-0605 

NEUROLOGY  & ELECTROMYOGRAPHY 

NEUROLOGICAL  ASSOCIATES  OF 
DES  MOINES,  P.C. 

MICHAEL  J.  STEIN,  D.O.,  JOSEPH  M.  DORO, 
D.O.,  DAVID  L.  FRIEDGOOD,  D.O. 

1440  EAST  GRAND  AVENUE,  SUITE  2-C 
DES  MOINES  50316 
515/262-3156 

NEUROLOGY,  ELECTROMYOGRAPHY, 
ELECTROENCEPHALOGRAPHY 


NEUROSURGERY 


NEURO-ASSOCIATES,  P.C. 

JOHN  T.  BAKODY,  M.D.,  ROBERT  C.  JONES, 
M.D.,  STUART  R.  WINSTON,  M.D. 

1034  FOURTH 
DES  MOINES  50314 
515/283-2217 
PRACTICE  LIMITED  TO 
NEUROSURGERY 

JAMES  R.  LAMORGESE,  M.D. 

411  10TH  STREET  S.E. 

CEDAR  RAPIDS  52403 
319/366-0481 

PRACTICE  LIMITED  TO 
NEUROSURGERY 

HOSUNG  CHUNG,  M.D. 

3324  KIMBALL  AVENUE 
WATERLOO  50702 
319/232-8756 

PRACTICE  LIMITED  TO 
NEUROSURGERY 
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FRANK  M.  HUDSON,  M.D. 

1221  CENTER 
DES  MOINES  50309 
515/244-3174 

PRACTICE  LIMITED  TO 
NEUROSURGERY 

EUGENE  E.  HERZBERGER,  M.D. 
MERCY  DRIVE 
DUBUQUE  52001 
319/557-1550 

PRACTICE  LIMITED  TO 
NEUROSURGERY 


OPHTHALMOLOGY 


WOLFE  CLINIC,  P.C. 

OTIS  D.  WOLFE,  M.D.,  RUSSELL  H.  WATT,  M.D., 
JOHN  M.  GRAETHER,  M.D.,  RUSSELL  R. 
WIDNER,  M.D.,  GILBERT  W.  HARRIS.  M.D.. 
JAMES  A.  DAVISON,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1565 

OPHTHALMIC  ASSOCIATES,  P C. 

ARTHUR  C.  WISE,  M.D.,  ROBERT  D.  WHINERY, 
M.D.,  STEPHEN  H.  WOLKEN,  M.D. 

2409  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3623 


NORTH  IOWA  EYE  CLINIC,  P.C. 

HARRY  W.  ALCORN,  M.D.,  ADDISON  W. 
BROWN,  JR.,  M.D.,  M.  L.  LONG,  M.D. 
1307  6TH  STREET,  S.W. 

MASON  CITY  50401 
515/423-8861 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA,  M.D.,  JAMES  W.  WHITE, 
M.D.,  GERALD  J.  COLLINS,  M.D.,  JAMES  E. 
SPODEN,  M.D. 

1370  DODGE 
DUBUQUE  52001 
319/588-0506 


IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 
ROBERT  T.  BROWN,  M.D.,  ROBERT  G.  SMITS, 
M.D.,  EUGENE  PETERSON,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 


OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

939  OFFICE  PARK  RD„  SUITE  121 
WEST  DES  MOINES  50265 
515/225-8665 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

THOMAS  OKNER,  M.D. 

PHILIP  SCHEINBERG,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 

EAR,  NOSE  AND  THROAT  SURGERY, 
HEAD  AND  NECK  SURGERY,  FACIAL 
PLASTIC  SURGERY 


PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1223  CENTER  SUITE  19 
DES  MOINES  50309 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


ORTHOPEDICS 


STEINDLER  ORTHOPEDIC  CLINIC 
WEBSTER  B.  GELMAN,  M.D.,  GERALD  W.  HOWE, 
M.D.,  JAMES  J.  PUHL,  M.D.,  EDWARD  A. 
DYKSTRA,  M.D.,  MICHAEL  M.  DURKEE,  M.D. 
2403  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3606 


PATHOLOGY 


CLINICAL  PATHOLOGY  LABORATORY 
C.  H.  DENSER,  JR.,  M.D.,  M.  A.  MESERVEY, 
M.D.,  A.  R.  PRADHAN,  M.D. 

1073  FIFTH 

DES  MOINES  50314 

515/283-1578 

Iowa  IN-WATS  800/362-5290 

SURGICAL  PATHOLOGY,  CLINICAL 
PATHOLOGY  INCLUDING 
HEMATOLOGY,  CLINICAL  CHEMISTRY 
AND  BACTERIOLOGY  — EXFOLIATIVE 
CYTOLOGY  — RADIOISOTOPES 

PATHOLOGY  ASSOCIATES,  P.C. 

ORLYN  ENGELSTAD,  M.D., 

HARRY  J.  KASSIS,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 
MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY. 


CLINICAL  LABORATORIES 

D.  W.  POWERS,  M.D.,  L.  C.  PANG,  M.D., 

C.  P.  GRYTE,  M.D. 

P.O.  BOX  1683 
AMES  50010 
515/233-2316 

CONSULTATION  IN  LABORATORY 
MEDICINE  AND  PATHOLOGY 


PSYCHIATRY 


J.  C.  N.  BROWN,  M.D. 
2416  TOWNCREST  DR. 
IOWA  CITY  52240 
319/338-7941 


SATTERFIELD  PSYCHIATRIC  ASSOCIATES,  P.C. 
2928  HAMILTON  BLVD. 

SIOUX  CITY  51104 

712/277-2379 

800/352-4962 

PSYCHIATRIC  THERAPY  — ALL  AGES 

RICHARD  E.  PRESTON,  M.D. 

1221  CENTER  SUITE  8 
DES  MOINES  50309 
515/283-1221 

PRACTICE  LIMITED  TO  PSYCHIATRY  & 
NEUROLOGY 


CEDAR  CENTRE  PSYCHIATRIC  GROUP 
R.  PAUL  PENNINGROTH,  M.D.,  ROBERT  W. 
SHULTICE,  M.D.,  HUNTER  H.  COMLY,  M.D. 
CEDAR  RIVER  TOWER,  SUITE  133 
CEDAR  RAPIDS  52401 
319/365-3993 

ADULT  AND  CHILD  PSYCHIATRY 


JEAN  ARNOLD,  M.D.,  F.A.P.A. 
412  TENTH  AVENUE,  BOX  5036 
CORALVILLE  52241 
319/351-4196 

THERAPY— ALL  AGES 
COUPLE  COUNSELING 


ASSOCIATES  FOR  PSYCHIATRY  P.C. 

WM.  J.  MOERSHEL,  M.D.;  CHAS.  G.  WELLSO, 
M.D.;  EDICK  HARTUNIAN,  M.D.;  S.  ORTEGA, 
M.D.;  FRANCIS  A.  VASQUEZ,  M.D. 

717  A AVENUE,  N.E. 

CEDAR  RAPIDS  52402 
319/364-0116 

Telephone  answered  day  or  night 

ADULT  AND  CHILD  PSYCHIATRY 
MARRIAGE  AND  FAMILY  COUNSELING 
PSYCHOLOGICAL  TESTING 


SURGERY 


A.  B.  GRUNDBERG,  M.D. 

1515  LINDEN 

DES  MOINES  50309 

515/288-5759 

ORTHOPAEDIC  SURGERY,  SURGERY  OF 
THE  HAND 

N.  K.  PANDEYA,  D.O.,  P.C. 

1440  E.  GRAND,  SUITE  2B 
DES  MOINES  50316 
515/265-4251 

PLASTIC  SURGERY,  RECONSTRUCTIVE 
SURGERY  AND  HAND  SURGERY 

PLASTIC  SURGERY  INSTITUTE,  P.C. 

JAMES  0.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICRQVASCULAR  PLASTIC  SURGERY 

WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 
FACIAL  PLASTIC  AND 
RECONSTRUCTIVE  SURGERY 

SINESIO  MISOL,  M.D. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515/244-7272 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


UROLOGY 


A.W.  WOODWARD,  M.D. 

31 16  BROCKWAY  RD. 
WATERLOO  50702 
319/236-3435 

PRACTICE  LIMITEDTO 
UROLOGY 
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In  The 

Public  Interest 

Nuclear  War  — 
Major  Concern 


PHE  HUMANITY-THREATENING  medical  COn- 
sequences  of  nuclear  warfare  received 
prominent  attention  from  the  1982  Iowa 
Medical  Society  House  of  Delegates  when  it 
met  in  May.  This  crucial  topic  and  other  impor- 
tant issues  were  considered  by  more  than  175 
physician  delegates  in  Des  Moines  May  1-2. 

The  medical  legislators  supported  a state- 
ment declaring  basic  fear  of  and  opposition  to 
warfare,  whether  it  be  nuclear,  chemical,  bac- 
teriological, or  even  conventional  — and,  in 
doing  so,  particularly  recognized  the  cata- 
strophic danger  to  all  of  life  in  the  event  of 
nuclear  war. 

In  approving  the  warfare  statements,  the 
Iowa  delegates  okayed  a resolution  to  be  sub- 
mitted to  the  1982  American  Medical  Associa- 
tion House  of  Delegates  in  June  asking  for  fol- 
low-up to  previous  AM  A actions.  Specifically, 
the  IMS  is  bidding  for  appointment  of  an  AMA 
"ad  hoc"  committee  to  investigate  and  report 
what  physicians  and  the  entire  Association  can 
and  should  do  to  help  prevent  nuclear  war  and 
the  medical  consequences  of  same.  Expres- 
sions on  the  subject  were  requested  also  for 
transmittal  to  the  president  and  to  the  Iowa 
congressional  delegation. 

What  other  subjects  received  attention  in  May ? 
Well,  acting  on  24  resolutions  and  several  re- 
ports introduced  by  committees,  county 
medical  societies,  councilor  districts,  and  indi- 
vidual delegates,  the  House  attended  to  a wide 
range  of  topics.  The  diversity  is  shown  by 
these  brief  references  to  various  House  actions. 

• Newborn  Screening  — Reaffirmed  the  con- 
cept of  voluntary  screening  programs  which 
are  medically  appropriate  for  the  detection  of 
newborn  genetic  and  metabolic  disorders. 

• Use  of  Cigarettes  — Supported  a Surgeon 
General  report  as  to  the  dangers  of  cigarette 
smoking  and  urged  physicians  to  so  inform 
their  patients.  Also  suggested  the  value  of  leg- 
islation requiring  restaurants  to  provide  non- 
smoking areas.  Opposed  as  well  the  advertis- 
ing of  tobacco  and  alcohol  products. 

• CPR  Proficiency  — Recommended  all  able- 


bodied Iowa  physicians  keep  themselves  profi- 
cient in  basic  cardiopulmonary  resuscitation 
(CPR)  and  that  county  medical  societies  be  re- 
sponsible for  this  training.  Further,  it  was  indi- 
cated the  IMS  should  continue  to  work  with 
the  State  Department  of  Public  Instruction  to 
encourage  school  CPR  training  programs. 

• Autonwtive  Safety  — Encouraged  further 
research  of  crash  protection  systems  in  motor 
vehicles  and  backed  installation  of  at  least  pas- 
sive restraint  seat  belts  in  new  vehicles  as  soon 
as  possible.  Also  said  there  should  be  legisla- 
tion to  require  effective  restraints  for  passen- 
gers four  years  old  and  under. 

• Medical  Education  — Backed  efforts  to 
promote  adequate  private  and  public  financial 
support  for  deserving  medical  students. 

• Alternate  Delivery  Systems  — Said  the  Iowa 
Medical  Society  should  actively  consult  with 
any  group  developing  a statewide  alternate  de- 
livery plan,  e.g.,  an  HMO/IPA.  Such  consulta- 
tion is  not  meant  to  endorse  or  support  such 
development  and  the  decision  to  participate 
remains  with  the  individual  physicians. 

• Blue  Shield  — Requested  Blue  Shield  to 
seek,  once  again,  a ruling  from  the  Insurance 
Department  on  the  assignment  of  benefits  to 
any  physician  designated  by  the  insured. 

• Health  Care  Costs  — Called  for  further 
physician  attention  to  patient  hospital  costs. 
Also  asked  the  Iowa  Foundation  for  Medical 
Care  continue  to  be  a source  of  fee  information 
for  physicians. 

• Physician's  Assistants  — Received  a thor- 
ough report  on  PA  activity  in  Iowa. 

• Emergency  Services  — Supported  sound 
local  and  state  planning  of  emergency  medical 
services,  with  reference  to  use  of  3-digit 
emergency  telephone  service. 

• Drug  Use  — Acknowledged  need  for  max- 
imum public  understanding  of  the  appropriate 
and  inappropriate  use  of  all  chemical  com- 
pounds, and  asked  for  further  consideration  of 
certain  terminology. 

TJie  preceding  will  attest  to  the  1982  House 
of  Delegates  being  a busy  and  productive  time. 
The  physicians  who  represented  their  county 
societies  deserve  commendation. 


June  1982 
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PRESIDENT'S 

PRIVILEGE 


THE  CHANGING  LANDSCAPE 

Soil  erosion  is  a matter  of  genuine  concern 
to  informed  Iowans.  We  are  seeing  rich 
black  dirt  moved  unpredictably  by  winds  and 
waters  — perilously  threatening  our  farm 
economy.  We  wonder  if  we  have  acted  too 
hastily  in  our  handling  of  the  land.  Is  today's 
stepped-up  attention  to  soil  conservation,  to 
no-till  farming,  etc.,  a response  to  the  over- 
zealousness of  our  earlier  days?  Is  it  something 
we  could  have  avoided? 

There  may  be  a parallel  here  for  medical  care 
delivery.  We  are  seeing  as  dramatic  a change  in 
the  medical  care  landscape  as  has  probably 
occurred  in  Iowa  history.  We  have  seen  health 
maintenance  organizations  emerge  in  two 
Iowa  locations  with  their  companion  indepen- 
dent practice  associations.  We  are  aware  that 
another  HMO,  somewhat  differently  orga- 
nized, is  on  the  horizon  in  northeast  Iowa.  We 
know,  too,  of  additional  HMO/IPA  activity 
with  statewide  implications. 

The  winds  of  change  blow,  both  predictably 
and  unpredictably.  We  are  seeing  the  survival 
of  smaller  Iowa  hospitals  depend  on  the 
assumption  of  their  operational  and/or  admin- 
istrative functions  by  larger,  stronger  counter- 
parts. We  are  seeing  physicians  increasing  in 
number,  maybe  even  in  great  number;  one 
vivid  indication  is  the  record  number  of  per- 
sons (812)  taking  the  Iowa  medical  licensure 


examination  this  month,  more  than  twice  the 
size  of  any  previous  exam  group. 

These  factors  demonstrate  clearly  that  more 
competition  is  in  the  offing;  it  also  calls  to  mind 
the  theory  about  the  fittest  surviving.  Would 
that  out  of  all  the  press  for  economic  relief,  for 
efficiency  and  convenience,  that  cool  and  de- 
liberate minds  will  function  to  shape  the 
change.  At  every  opportunity  we,  as  physi- 
cians, should  stress  the  need  for  optimal  quali- 
ty and  also  the  value  normally  resulting  from 
continuity  of  care. 

I am  gratified  by  the  action  of  the  1982  IMS 
House  of  Delegates  which  asks  the  Society  to 
consult  with  any  group  intending  to  develop  a 
statewide  alternate  delivery  system.  Such  con- 
sultation, the  House  has  said,  is  not  meant  to 
endorse  or  reject  a plan  being  proposed;  it 
hopefully  is  available  to  furnish  a wise  and 
objective  professional  review.  The  subsequent 
participation  of  individual  physicians  will  be 
their  own  choice.  I assure  you  the  IMS  Board  of 
Trustees  will  give  serious  attention  to  this 
House  action  and  will  use  Society  expertise  in  a 


President 
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A reputation  takes  years  to  build.  We've  been 
building  ours  as  a major  provider  of  profes- 
sional liability  for  over  50  years,  and  as  the  Iowa 
Medical  Society  sponsored  program  since  1 977. 
Since  that  time  /Etna  has  returned  savings  to 
doctors  of  over  $ 1 ,1 00,000.  These  substantial 
savings  have  resulted  from  working  closely  with 
your  society  to  provide  successful  risk  manage- 
ment programs. 


Your  society  sponsored  program  continues  to 
offer  high  levels  of  coverage — $5,000,000  and 
higher,  as  well  as  a choice  of  coverage  forms — 
Claims-made  and  Occurrence. 

Our  local  offices  and  skilled  staff  provide  you 
with  ourclaims  expertise. 

At  /Etna  we've  built  our  reputation  by  making 
your  reputation  our  main  concern. 

For  additional  information  write  or  call  your 
IMS/Aetna  account  supervisor,  Dale  Hoing, 
Aetna  Life  & Casualty,  61 1 Fifth  Avenue, 

Des  Moines,  Iowa  50309  (800/362-1809) 


A 

REPUTATION 
YOU  CAN  RELY 

ON. 


The  Automobile  Insurance  Company  of  Hartford,  Connecticut  061 56. 
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THINGS  YOU  SHOULD  KNOW 


MEDICAID  CUSTOMARY/PREVAILING  On  July  1 Medicaid  began  updating  customary  and  pre- 

vailing fee  calculations  to  reflect  charges  submitted 
in  calendar  1981.  For  physicians  only,  Medicaid  prevailing  charges  will  be  determined 
from  customary  charge  data  on  a statewide  basis  by  specialty.  Medicaid  will  no  longer 
recognize  geographic  location  when  calculating  the  prevailing.  Also,  for  physicians,  Medi- 
caid increases  will  be  limited  to  5%  over  last  year's  statewide  prevailing. 


BC/BS  REORGANIZATION  A significantly  revamped  Blue  Cross/Blue  Shield  ad- 

ministrative organization  is  scheduled  to  begin  oper- 
ation this  month.  Five  new  management  divisions  have  been  devised;  the  external  affairs 
division  will  be  the  one  to  relate  to  providers  of  services. 


AUGUST  11  WORKSHOP  Chiefs  of  hospital  medical  staffs,  and  hospital  admin- 

~ ~ istrators  and  trustees  have  a workshop  available 

Wednesday,  August  11  at  IMS  headquarters.  The  focus  will  be  on  quality  assurance,  risk  man- 
agement and  credential ing.  Panels  on  "Doctors  and  Hospital:  Future  Trends?"  and  "Withdraw- 
ing or  Withholding  Medical  Treatment:  What  Are  the  Legal  Issues?"  will  be  presented.  W.R. 
Fifer,  M.D.,  Minneapolis,  will  be  the  workshop  consultant.  Plans  call  for  75  registrants; 
a $35  fee  will  be  charged.  Co-sponsors  are  the  IMS  and  Iowa  Hospital  Association.  More 
info  is  available  from  IMS  headquarters. 


FINANCIAL  PLANNING  SEMINAR  On  Wednesday,  July  14,  interested  member  physicians 

may  participate  in  a Financial  Planning  Seminar,  of- 
fered by  the  Iowa  Medical  Society.  Presenting  the  seminar  will  be  Martin  Anthonisen,  chair- 
man, Financial  Strategies  Group,  Ltd.,  Calumet  City,  Illinois.  The  session  will  cover  tax 
matters  and  investment  effectiveness. 


PROVIDER  TELEPHONE  ONLY  Medicaid  claim  info  can  be  obtained  from  the  Iowa 

Title  XIX  carrier,  SDC,  by  calling  800/372-6045  or  in 
Des  Moines  263-3984.  These  numbers  are  for  exclusive  use  by  providers  and  are  not  meant 
to  be  given  to  recipients. 


DON  TAYLOR  MEMORIAL  The  large  conference  room  at  IMS  headquarters  is  soon 

to  be  named  the  Taylor  Conference  Room.  This  action 
honoring  Donald  L.  Taylor,  long-time  Society  EVP  who  died  in  January,  was  taken  by  the  board 
of  trustees  on  the  recommendation  of  a special  past  presidents'  committee.  An  appropriate 
memorial  plaque  will  be  obtained. 


IMS  MEMBER  DIRECTORY  Member  opportunity  to  place  informational  messages  in 

the  1982-83  IMS  Directory  was  explained  in  a folder 
sent  with  the  June  UPDATE.  Deadline  for  submitting  messages  for  the  Yellow  Section  is 
July  23.  Call  IMS  headquarters  for  any  info. 


ECONOMICAL  PRINTING  FROM  IMS  As  a member  benefit,  the  IMS  is  continuing  to  offer 

printing  services  to  offices  and  clinics  of  interested 
member  physicians.  Forms,  announcements,  patient  information  folders,  etc.,  are  among  the 
items  printed.  The  Society  provides  5,000  Rx  forms  in  50  pads  of  100  each  for  $50.  Con- 
tact IMS  for  info. 


SIGN  OF  THE  TIMES  Management  of  the  Monticello  hospital  is  being  assumed 

by  St.  Luke's  Hospital  in  Cedar  Rapids  July  1.  The  CR 
facility  assumed  similar  management  of  the  Anamosa  hospital  last  October  and  is  said  to  be 
looking  at  further  such  agreements. 


Summary  of  1982  Actions 
By  IMS  House  of  Delegates 


The  1982  annual  meeting  of  the  Iowa 
Medical  Society  House  of  Delegates  was 
May  1 and  2 in  Des  Moines.  Sessions  of  the 
House  were  chaired  each  day  by  Lynn  D.  Car- 
away, M.D.,  and  William  C.  Rosenfeld,  M.D., 
speaker  and  vice  speaker,  respectively.  Open 
hearings  were  conducted  by  three  reference 
committees  on  May  1.  The  Delegates'  Banquet 
occurred  May  1 and  was  chaired  by  President 
John  H.  Kelley,  M.D. 

The  1982  Iowa  Medical  Society  Merit  Award 
recipient  was  Cecil  W.  Seibert,  M.D.,  Water- 
loo. Camp  Sunny  side,  a Des  Moines  facility  of 
the  Easter  Seal  Society  of  Iowa,  received  the 
Washington  Freeman  Peck  Award.  The  John  F. 
Sanford  Award  was  presented  to  Lee  Couch, 
director  of  health  care  relations  for  The  Bank- 
ers Life  in  Des  Moines. 

MAY  1 SESSION 

Registered  for  the  May  1 session  of  the 
House  were  163  delegates  and  14  ex  officio 
members.  Minutes  of  the  May  3,  1981  session 
of  the  House  of  Delegates  were  approved  as 
summarized  in  the  July  1981  issue  of  the  jour- 
nal of  the  iowa  medical  society.  Reports  con- 
tained in  the  1982  handbook  for  the  house  of 
delegates  were  approved  as  published  with 
the  following  exceptions:  (1)  the  report  of  the 
Judicial  Council,  (2)  the  report  of  the  Subcom- 
mittee on  Maternal  and  Child  Health,  (3)  the 
report  of  the  Committee  on  Delivery  of  Health 
Services,  and  (4)  the  report  of  the  Committee 
on  Sports  Medicine. 

The  following  reports  were  made  to  the  1982 
House  of  Delegates: 

Board  of  Trustees,  chaired  by  M.  E.  Kraushaar, 
M.D.,  chairman,  and  involving  each  board 


Actions  of  the  1982  Iowa  Medical  Society  House  of 
Delegates  are  highlighted  on  the  following  pages.  Dues 
were  retained  at  their  present  level.  Subjects  covered 
relate  to  nuclear  war.  Surgeon  General's  report  on 
smoking,  passive  crash  protection  systems,  etc. 

member  and  covering  these  topics:  Increasing 
Health  Care  Costs,  Expanding  Physician  Manpow- 
er, Utilization  of  Allied  Manpower,  Changing 
Health  Planning  Mechanisms,  Onset  of  Alternate 
Delivery  Systems,  and  Quality  Assurance  Activ- 
ity. 

Blue  Shield,  by  E.  E.  Linder,  M.D.,  chairman. 
Board  of  Directors. 

Iowa  Foundation  for  Medical  Care,  by  Robert  A. 
Pfaff,  M.D.,  IFMC  president. 

Iowa  Medical  Foundation,  by  Maurice  E. 
Kraushaar,  M.D.,  president.  Board  of  Direc- 
tors. 

Necrology,  by  Daniel  M.  Youngblade,  M.D., 
chairman,  Judicial  Council. 

Nominating  Committee,  by  Lawrence  O.  Good- 
man, M.D.,  chairman. 

Legislative  Committee,  by  Clarence  H.  Denser, 
Jr.,  M.D.,  chairman. 

Iowa  Medical  Political  Action  Committee  (IMPAC), 
by  Jackson  D.  VerSteeg,  M.D.,  chairman.  This 
report  was  accompanied  by  an  audiovisual 
presentation  about  IMPAC. 

A check  for  $16,050.74  was  presented  by 
Hormoz  Rassekh,  M.D.,  chairman,  IMS  Board 
of  Trustees,  to  the  University  of  Iowa  College 
of  Medicine.  The  grant  represents  contribu- 
tions to  the  AMA/ERF  which  have  been  desig- 
nated for  the  U.  of  I.  John  W.  Eckstein,  M.D., 
dean,  U.  of  I.  College  of  Medicine,  accepted 
the  check. 
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Daniel  Cloud,  M.D.,  Phoenix,  Arizona, 
president  of  the  American  Medical  Association 
addressed  the  House  briefly.  In  his  remarks, 
Dr.  Cloud  stressed  health  care  costs,  accessibil- 
ity and  quality  of  medical  care,  and  increasing 
emphasis  on  preventive  medicine. 

A joint  supplemental  report  of  the  Commit- 
tee on  Alternate  Delivery  Systems  and  the 
Committee  on  Medical  Service,  and  a sup- 
plemental report  of  the  Committee  on 
Emergency  Medical  Service  were  contained  in 
the  delegates'  packets  but  were  not  read. 

In  his  address  to  the  House,  Society  Presi- 
dent John  H.  Kelley  emphasized  that  the 
physician  is  captain  of  the  medical  care  team 
and  must  discharge  the  responsibility  associ- 
ated with  this  capacity.  Dr.  Kelley's  remarks 
were  published  in  the  June,  1982,  issue  of  the 

JOURNAL  OF  THE  IOWA  MEDICAL  SOCIETY. 

Twenty-four  resolutions  were  formally  in- 
troduced and  referred  to  reference  commit- 
tees. Action  taken  on  these  resolutions  is  re- 
ported subsequently  in  this  summary. 

The  following  physicians  were  elected  to 
Life  Membership  in  the  Iowa  Medical  Society. 


Lee:  Use  Bruehsel,  M.D.,  Keokuk 
Linn:  Hal  R.  Hirleman,  M.D.,  Cedar  Rapids,  and 
Sylvan  M.  Lehr,  M.D.,  Cedar  Rapids 

Mahaska:  Richard  E.  H.  Phelps,  M.D.,  New  Sharon 
Muscatine:  Keith  E.  Wilcox,  M.D.,  Muscatine 
Polk:  Daniel  F.  Crowley,  M.D.,  Des  Moines,  Robert 
P.  Giordano,  M.D.,  West  Des  Moines,  Frederick  S. 
Katzmann,  M.D.,  Des  Moines,  and  Donald  J.  Lulu, 
M.D.,  Des  Moines 

Pottawattamie-Mills:  W.  Clark  Giles,  M.D.,  Council 
Bluffs,  Donald  V.  Hirst,  M.D.,  Council  Bluffs,  Arthur  L. 
Sciortino,  M.D.,  Council  Bluffs,  and  Alroy  G.  West, 
M.D.,  Council  Bluffs 

Scott:  Roger  Anderson,  D.O.,  Sun  City,  Arizona, 
Le  Roy  Dierker,  M.D.,  Bettendorf,  Robert  M.  Kaplan, 
M.D.,  Davenport,  and  W.  S.  Pheteplace,  M.D., 
Davenport 

Wapello:  Lloyd  J.  Gugle,  M.D.,  Ottumwa,  Kenneth 
E.  Lister,  M.D.,  Ottumwa,  and  F.  Lawrence  Nelson, 
M.D.,  Ottumwa 

The  speaker  presented  information  on  the 
reference  committee  hearings,  the  balloting 
procedures  and  the  concluding  session  of  the 
House. 


Allamakee:  Milton  F.  Kiesau,  M.D.,  Postville 
Black  Hawk:  Cecil  W.  Seibert,  M.D.,  Waterloo 
Buena  Vista:  Russell  R.  Hansen,  M.D.,  Storm  Lake 
Butler:  Fred  A.  Rolfs,  M.D.,  Aplington 
Calhoun:  Glenn  S.  Rost,  M.D.,  Lake  City 
Cerro  Gordo:  Jay  E.  Houlahan,  M.D.,  Mason  City 
Clay:  John  J.  Buchanan,  M.D.,  Milford 
Clinton:  May  Danielson,  M.D.,  Clinton,  George  M. 

Ellison,  M.D.,  Clinton,  and  RossC.  King,  M.D.,  Clinton 
Jasper:  Raymond  F.  Freeh,  M.D.,  Newton 
Linn:  Philip  I.  Crew,  M.D.,  Cedar  Rapids 
Monona:  Leo  A.  Gaukel,  M.D.,  Onawa 
Polk:  Charlotte  Fisk,  M.D.,  Des  Moines 
Webster:  Joseph  J.  Weyer,  M.D.,  Fort  Dodge 
Woodbury:  Philip  L.  Bettler,  M.D.,  Sioux  City 


The  following  physicians  were  elected  to 
Associate  Membership  in  the  Iowa  Medical 
Society: 


Benton:  Dean  A.  Dutton,  M.D.,  Van  Horne 
Black  Hawk:  Maurice  M.  Wicklund,  M.D.,  Cedar 
Falls 

Cerro  Gordo:  Carroll  O.  Adams,  M.D.,  Mason  City 


MAY  2 SESSION 

Registered  for  the  May  2 session  of  the 
House  were  154  delegates  and  13  ex  officio 
members.  The  minutes  of  the  May  1 session  of 
the  House  were  read  and  approved. 

Mrs.  Geni  Howard,  immediate  past  presi- 
dent, Iowa  Medical  Society  Auxiliary,  com- 
mented on  her  year  in  office. 

The  following  physicians  were  announced 
as  having  been  elected  or  reelected  to  the  posi- 
tions noted: 


President-elect 
Vice  President 
Speaker  of  the 
House 

Vice  Speaker 
Trustee  (3-year  term) 
AMA  Delegate 
(2-year  term) 

AAAA  Alternate 
Delegate 
(2-year  term) 
Liaison  Delegates 

Councilors 


Erling  Larson,  Jr.,  M.D.,  Davenport 
Donald  L.  Kahle,  M.D.,  Dubuque 

Lynn  D.  Caraway,  M.D.,  Amana 
William  C.  Rosenfeld,  M.D.,  Mason  City 
George  L.  Baker,  M.D.,  Iowa  City 
Clarence  H.  Denser,  Jr.,  M.D.,  Des  Moines 
John  M.  Rhodes,  Sr.,  M.D.,  Pocahontas 

Clarkson  L.  Kelly,  Jr.,  M.D.,  Charles  City 
Robert  D.  Whinery,  M.D.,  Iowa  City 
James  F.  Bishop,  M.D.,  Davenport 
J.  D.  Ver  Steeg,  M.D.,  Des  Moines 
Thomas  C.  Graham,  M.D.,  Iowa  Falls  (6) 
Max  E.  Olsen,  M.D.,  Minden  (10) 

Daniel  M.  Youngblade,  M.D.,  Sioux  City  ( 1 2) 


(Please  turn  to  page  277) 
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SUMMARY  OF  1 982 
HOUSE  OF  DELEGATES 


Highlights  and  actions  of  the  Reference 
Committee  reports  are  summarized  as  follows: 


Reference  Committee  on  Reports  of  Officers  and  Mis- 
cellaneous Business  — Anthony  S.  Owca,  M.D.,  Wal- 
ter L.  Gerber,  M.  D. , Eugene  L.  Kerns,  M.  D. , Claude  H. 
Koons,  M.D.,  and  James  F.  Stiles,  M.D. 


House  Action:  Expressed  appreciation  to  the 
Board  of  Trustees  for  its  thoughtful  and  consci- 
entious attention  to  the  ongoing  program  of 
the  Iowa  Medical  Society,  and  for  its  interest- 
ing presentation  of  salient  information  at  the 
opening  session  of  the  House. 

House  Action:  Approved  retention  of  IMS  dues 
for  1983  at  their  current  level  of  $275,  with 
notation  this  is  the  sixth  year  without  a dues 
increase,  and  commended  the  Board  of  Trust- 
ees for  its  effective  management  of  Society  re- 
sources. 


House  Action:  Retained  the  present  six  classes 
of  IMS  membership  — active,  life,  associate,  resi- 
dent physician,  student  and  honorary. 

House  Action:  Endorsed  retention  of  present 
stipulations  for  associate  membership  in  the 
IMS  as  stated  in  the  governing  language. 

House  Actiom  Granted  Judicial  Council  per- 
mission to  study  membership  alternatives,  but 
did  not  mandate  any  new  category  of  mem- 
bership for  physicians  who  accept  an  alterna- 
tive work  status  in  their  later  years  at  a reduced 
compensation  level. 

House  Action:  Authorized  the  IMS  to  retain 
distinct  qualifications  for  its  several  mem- 
bership categories,  acknowledging  variations 
with  the  AM  A. 

House  Action:  Complimented  the  Committee 
on  Delivery  of  Health  Services  for  its  thorough 
report  and  requested  the  Committee  to  con- 
tinue to  maintain  its  liaison  with  other  groups 
(particularly  as  related  to  PA's)  and  to  continue 
to  report  to  the  House  of  Delegates. 

House  Action:  Affirmed  IMS  belief  in  sound 
local  and  state  level  planning  and  implementa- 
tion of  emergency  medical  services.  Such  plan- 
ning is  to  include  provision  for  but  not  be  lim- 
ited to  three-digit  emergency  telephone  ser- 
vice. 


PICTURE  HIGHLIGHTS  OF  1982  HOUSE  OF  DELEGATES 

These  scenes  are  from  the  May  1 -2  IMS  House  of  Delegates  held  in  Des  Moines:  (1 ) Cecil  W.  Seibert,  M.D.,  Waterloo,  left,  receives  1 982  IMS 
Merit  Award  from  retiring  board  chairman,  Maurice  Kraushaar,  M.D.,  Ft.  Dodge.  (2)  Daniel  T.  Cloud,  M.D.,  Phoenix,  Arizona,  president  of 
the  American  Medical  Association,  addresses  the  House  of  Delegates.  (3)  New  IMS  President  and  Mrs.  Hormoz  Rassekh,  left,  pose  with  retiring 
Society  President  John  Kelley  and  Mrs.  Kelley.  (4)  Reference  Committee  on  Reports  of  Officers/Miscellaneous  Business,  seated,  from  left, 
Walter  Gerber,  M.D.,  Iowa  City,  Anthony  Owca,  M.D.,  Centerville,  and  Eugene  Kerns,  M.D.,  Davenport.  Standing,  from  left,  Claude  Koons, 
M.D.,  West  Des  Moines,  and  James  Stiles,  M.D.,  Cedar  Rapids.  (5)  Reference  Committee  on  Legislation,  seated,  from  left,  Thomas  Graham, 
M.D.,  Iowa  Falls,  Bruce  Trimble,  M.D.,  Mason  City,  and  James  Knott,  M.D.,  Council  Bluffs.  Standing,  from  left,  Amado  Chanco,  Jr.,  M.D., 
Mason  City,  and  John  Clancy,  M.D.,  Iowa  City.  (6)  Reference  Committee  on  Insurance/Medical  Service,  seated  from  left,  Gary  LeValley,  M.D., 
Ft.  Dodge,  Dennis  Walter,  M.D.,  Des  Moines,  and  Harold  Miller,  M.D.,  Davenport.  Standing,  from  left,  Milton  Barrent,  M.D.,  Clinton,  and 
John  McGee,  M.D.,  Burlington.  (7)  1982  IMS  John  Sanford  Award  being  presented  to  Lee  Couch,  left,  by  Society  President  John  Kelley.  (8)  Rolf 
Karlsson,  left,  receiving  the  Washington  Freeman  Peck  Award  on  behalf  of  the  Easter  Seal  Society.  (9)  Newly-elected  AMA  delegate  Clarence 
H.  Denser,  Jr.,  M.D.,  Des  Moines,  and  reelected  AMA  delegate,  John  M.  Rhodes,  Sr.,  M.D.,  Pocahontas,  reelected  AAAA  alternate  delegate 
Robert  Whinery,  M.D.,  Iowa  City,  and  newly-elected  alternate  delegate,  Clarkson  Kelly,  Jr.,  M.D.,  Charles  City.  (10)  IMS  councilors  present 
were,  seated,  from  left,  Warren  Wulfekuhler,  M.D.,  Mason  City,  Donald  Rodawig,  M.D.,  Spirit  Lake,  Daniel  Youngblade,  M.D.,  Sioux  City, 
Dennis  Walter,  M.D.,  Des  Moines,  and  Kenneth  Dolan,  M.D.,  Iowa  City.  Standing,  from  left,  Thomas  Graham,  M.D.,  Iowa  Falls,  Sidney 
Smith,  M.D.,  Oskaloosa,  Robert  Kent,  M.D.,  Burlington,  Robert  Sautter,  M.D.,  Mt.  Vernon,  Enfred  Linder,  M.D.,  Ogden,  John  Olds,  M.D., 
Des  Moines,  and  Max  Olsen,  M.D.,  Minden.  (11)  New  IMS  board  includes,  seated,  from  left,  Erling  Larson,  Jr.,  M.D.,  Davenport, 
president-elect,  John  E.  Tyrrell,  M.D.,  Manchester,  chairman,  and  Hormoz  Rassekh,  M.D.,  Council  Bluffs,  president.  Standing,  from  left, 
George  Baker,  M.D.,  Iowa  City,  trustee,  John  Kelley,  M.D.,  Des  Moines,  past-president,  Emmett  Mathiasen,  M.D.,  Council  Bluffs,  trustee  and 
secretary/ treasurer,  and  Donald  Kahle,  M.D.,  Dubuque,  vice-president.  (12)  11  of  16  new  IMS  Life  Members  were  present.  (13)  Dean  John 
Eckstein,  M.D.,  U.  of  I.  College  of  Medicine,  left,  receives  an  AMA-ERF  check  from  IMS  board  chairman  Maurice  Kraushaar,  M.D.,  Ft.  Dodge. 
(14)  Iowa  Foundation  for  Medical  Care  President  Robert  Pfaff,  M.D.,  Dubuque,  gives  an  IFMC  update.  (15)  Blue  Shield  Board  Chairman  Enfred 
Linder,  M.D.,  Ogden,  reports  to  the  House. 
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House  Action:  Asked  that  the  preference  of  the 
Iowa  Medical  Society  remain  in  favor  of  an 
annual  physical  examination  of  Iowa  high 
school  athletes. 

House  Action:  Instructed  the  Committee  on 
Sports  Medicine  to  continue  its  work  toward 
the  goal  of  developing  procedures  to  provide 
an  environment  for  high  school  sports  which  is 
as  safe  and  injury  free  as  possible. 

House  Action:  Acknowledged  the  importance 
of  maximum  public  understanding  of  the 
appropriate  and  inappropriate  use  of  all  chem- 
ical compounds.  Usage  of  the  term  “substance 
abuse"  was  referred  to  the  Committee  on  Alco- 
holism and  Drug  Abuse  for  study  and  rec- 
ommendation. The  Committee  on  Alcoholism 
and  Drug  Abuse  and  the  Committee  on  Leg- 
islation were  asked  to  evaluate  and  make  rec- 
ommendations regarding  terminology  in  the 
present  "substance  abuse"  bill.  (House  File 
2426,  enacted  by  the  69th  General  Assembly  in 
1982). 

House  Action:  Opposed  the  advertising  of 
alcohol  and  tobacco  products  and  requested 
promotion  of  appropriate  legislation  in  this  re- 
gard. 

House  Action:  Instructed  the  IMS  Board  of 
Trustees  to  continue  its  efforts  to  provide  time- 
ly and  useful  information  to  delegates  and  the 
general  membership  preceding  each  meeting 
of  the  House  of  Delegates. 

House  Action:  Directed  the  IMS  to  declare, 
categorically,  its  basic  fear  of  and  opposition  to 
warfare,  whether  it  be  nuclear,  chemical,  bac- 
teriological, or  even  conventional. 

House  Action:  Asked  the  IMS,  as  an  organiza- 
tion, to  recognize  the  catastrophic  danger  to  all 
of  life  in  the  event  of  nuclear  war. 

House  Action:  Affirmed  the  following  4-pomt 
policy  statement  adopted  by  the  AMA  House 
of  Delegates  in  December,  1981,  directing  the 
AMA  to: 

"2.  Inform  the  President  and  Congress  of  the 
medical  consequences  of  nuclear  war  so  that  policy 
decisions  can  be  made  with  adequate  factual  informa- 
tion. 


"2.  Prepare  appropriate  informational  materials 
to  educate  the  physician  population  and  the  public  on 
the  medical  consequences  of  nuclear  war. 

"3.  And  other  health  care  organizations  cooper- 
ate with  the  responsible  authorities  in  dealing  with 
those  matters  having  to  do  with  health  and  medical 
care  in  the  event  of  national  emergencies , including 
those  associated  with  military  hostility. 

"4.  Not  become  involved  in  political  issues  out- 
side its  professional  expertise  such  as  national  de- 
fense and  the  politics  of  nuclear  war  preparedness 
inasmuch  as  it  is  not  appropriate  for  the  AMA  to  do 
so." 

House  Action:  Requested  the  AMA  establish  as 
soon  as  possible  an  appropriate  ad  hoc  com- 
mittee, provided  with  adequate  resources,  to 
investigate  and  report  thoroughly  and  expedi- 
tiously this  entire  matter  of  what  physicians 
and  the  entire  AMA  can  and  should  do  to  help 
prevent  nuclear  war  and  the  medical  conse- 
quence of  same. 

House  Action:  Directed  the  IMS  to  submit  the 
preceding  request  in  the  form  of  a resolution  to 
the  AMA  House  of  Delegates  at  its  June,  1982, 
meeting. 

House  Action:  Instructed  the  IMS  to  express  by 
letter  to  the  President  of  the  United  States  and 
to  the  Iowa  Senatorial  and  Congressional  Del- 
egation, its  strong  concern  as  to  the  medical 
consequences  of  nuclear,  chemical  and  bio- 
logical warfare. 


Reference  Committee  on  Insurance  and  Medical  Service 
— Dennis  J.  Walter,  M.D.,  Milton  E.  Barrent, 
M.D.,  G.  L.  LeValley,  M.D.,  John  E.  McGee,  M.D., 
and  Harold  W.  Miller,  M.D. 


House  Action:  Directed  the  IMS  President, 
with  approval  of  the  Board  of  Trustees,  to  des- 
ignate a committee  to  become  actively  involved 
in  consulting  with  any  group  that  is  develop- 
ing a statewide  alternate  delivery  plan.  This 
neither  endorses  nor  opposes  the  develop- 
ment of  a statewide  alternate  delivery  system 
and  the  decision  to  participate  in  any  alternate 
delivery  system  rests  with  the  individual 
physician. 
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House  Action:  Encouraged  the  IMS  Board  of 
Trustees  to  continue  meeting  with  Blue  Shield 
officials  to  further  improve  and  strengthen  the 
present  liaison. 

House  Action:  Asked  the  IMS  Board  of  Trus- 
tees to  request  the  Blue  Shield  Board  of  Direc- 
tors to  consider  rescinding  a recent  decision 
regarding  the  supplying  of  Explanation  of  Ben- 
efits forms  to  non-participating  physician  pro- 
viders. 

House  Action:  Instructed  the  IMS  Board  of 
Trustees  to  request  Blue  Shield  again  to  ask  the 
Insurance  Department  for  a ruling  on  the  mat- 
ter of  benefits  being  assigned  to  any  physician 
designated  by  a subscriber  or  policyholder. 

House  Action:  Requested  the  Iowa  Foundation 
for  Medical  Care  to  continue  to  be  the  orga- 
nization for  physicians  to  refer  to  when  need- 
ing fee  information. 

House  Action:  Encouraged  physicians  to  work 
within  their  individual  hospitals  and  with  their 
hospital  medical  staffs  to  review  hospital  pa- 
tient bills  either  on  a monthly  basis  or  at 
appropriate  intervals  to  be  mindful  of  the 
costs. 


Reference  Committee  on  Legislation  — R.  B.  Trimble, 
M.D.,  Armado  G.  Chanco,  Jr.,  M.D.,  Thomas  C. 
Graham,  M.D.,  James  L.  Knott,  M.D.,  and  John 
Claney,  M.D. 


House  Action:  Reaffirmed  approval  of  the  con- 
cept of  voluntary  screening  programs  which 
are  medically  appropriate  for  the  detection  of 
newborn  genetic  and  metabolic  disorders. 

House  Action:  Supported  the  dangers  of 
cigarette  smoking  summarized  in  the  1979  re- 
port of  the  Surgeon  General  entitled,  'The 
Health  Consequences  of  Smoking.” 

House  Action:  Urged  IMS  member  physicians 
to  inform  their  patients  of  the  dangers  of 
cigarette  smoking. 

House  Action:  Instructed  that  smoking  and 
nonsmoking  areas  be  designated  for  meetings 
of  the  House  of  Delegates. 


House  Action:  Directed  the  IMS  to  seek  legisla- 
tion requiring  Iowa  restaurants  to  provide 
nonsmoking  areas. 

House  Action:  Recommended  all  able-bodied 
Iowa  physicians  be  proficient  in  basic  cardio- 
pulmonary resuscitation  (CPR),  with  each 
county  medical  society  encouraged  to  appoint 
a physician  to  be  responsible  for  the  training  of 
physicians  in  CPR. 

House  Action:  Instructed  the  IMS  to  continue 
to  work  with  the  State  Department  of  Public 
Instruction  to  encourage  local  school  systems 
to  establish  cardio-pulmonary  resuscitation 
(CPR)  training  programs. 

House  Action:  Encouraged  further  research  of 
passive  crash  protection  systems  for  occupants 
of  motor  vehicles. 

House  Action:  Supported  the  installation  of  at 
least  passive  restraint  seat  belts  in  new  motor 
vehicles  as  soon  as  possible. 

House  Action:  Urged  passage  of  legislation  re- 
quiring the  use  of  effective  restraint  systems 
for  all  motor  vehicle  passengers  four  years  of 
age  and  under. 

House  Action:  Rejected  a resolution  requesting 
that  any  IMS  policy  statement  on  the  con- 
troversial subject  of  abortion  contain  both  a 
majority  and  minority  opinion. 

House  Action:  Asked  the  IMS  to  remind  legis- 
lators and  others  of  the  public  interest  in  the 
quality  of  medical  education  and  the  training 
of  students  who  will  be  the  physicians  of  the 
future. 

House  Action:  Instructed  the  IMS  to  continue 
to  seek  financial  resources  and  investigate 
promising  programs  in  the  private  sector  that 
might  assist  medical  students  in  financial 
need. 

House  Action:  Directed  the  IMS  to  urge  the 
Iowa  General  Assembly  to  adequately  fund 
and  support  the  University  of  Iowa  College  of 
Medicine. 

House  Action:  Authorized  the  IMS  to  examine 
the  liaison  between  the  Iowa  Foundation  for 
Medical  Care  and  Iowa  physicians  and  make 
appropriate  recommendations  for  improving 
such  liaison  to  the  IFMC. 
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Better,  Quicker  Service! 

That’s  Our  Pledge!  As  We 

Assume  Administration  Of  The 
IMS  Statewide  Physicians 
Group  Health  Program. 


Beginning  in  1982,  The  Prouty  Company  is  taking  over  adminis- 
tration of  this  Blue  Cross/Blue  Shield  coverage  for  IMS 
member  physicians. 

If  you  are  not  aware  of  this  program  you  may  be  overlooking  a 
comprehensive,  cost-saving  way  of  providing  health  cover- 
age to  your  family  and  employees. 

The  program  was  expanded  in  1981  to  allow  three  different 
options  — giving  you  several  choices  of  rates,  benefits, 
deductibles,  etc. 

Enrollment  in  the  program  will  be  open  to  member  physicians 
throughout  1982. 

Your  inquiry  to  The  Prouty  Company  is  welcome  and  will  be 
answered  promptly. 


JOHN  A.  RENO  • BERNIE  LOWE,  JR.,  CLU,  RHU  • HOWARD  HOGAN,  CLU 


INSURANCE  ADMINISTRATORS  AND  COUNSELORS 
2600  72nd  Street,  Suite  0 — Des  Moines,  Iowa  50322 
Telephone  515/278-5580  or  Toll  Free  1/800-532-1105 
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NEW  DIRECTION 
IN  HEALTH  PLANNING 


The  Health  Policy  Corporation  of  Iowa  emerged  in 
May  out  of  the  Iowa  Health  Systems  Agency.  Orga- 
nizational development  of  the  HPCI  has  occurred 
with  Charles  Johnson  of  Des  Moines  having  become 
president  of  its  board  of  directors.  Mr.  Johnson,  who 
is  vice  president-finance,  and  treasurer  of  Pioneer 
Hi-Bred,  comments  here  on  HPCI. 


The  Health  Policy  Corporation  of  Iowa  is  now 
in  place  as  a successor  to  the  Iowa  Health 
Systems  Agency.  Could  you  describe  the  pur- 
pose of  the  HPCI  briefly? 

The  purpose  of  the  Health  Policy  Corpora- 
tion of  Iowa  is  to  foster  access  to  quality  health 
care  at  an  appropriate  cost  by:  (1)  developing 
and  implementing  strategic  plans  of  action;  (2) 
providing  data,  research,  informational  and 
educational  services;  (3)  helping  to  develop 
and  influence  the  design  of  the  health  delivery 
system;  and  (4)  bringing  leaders  of  interest 
groups  together  for  these  purposes. 

How,  basically,  will  the  new  organization 
function? 

The  Health  Policy  Corporation  of  Iowa  is 
designed  to  bring  together  representatives  of 


all  the  various  groups  that  should  jointly  pur- 
sue initiatives  directed  at  fostering  access  to 
quality  health  care  at  an  appropriate  cost.  Such 
groups  include  health  care  providers,  payers 
and  purchasers  including  business,  labor,  in- 
surance, government,  and  consumers.  Costs 
and  cost-effectiveness  of  health  care  will  be  an 
important  consideration,  but  we  also  want  to 
maintain  high  quality  and  good  access. 


Is  it  structured  to  encourage  input  from  both 
consumer  and  provider  perspectives? 

Yes,  it  is.  The  Health  Policy  Corporation  of 
Iowa  has  a 21-member  board  of  directors  of  11 
consumers  and  10  providers.  There  are  three 
physicians  on  the  Board.  We  certainly  want  to 
work  with  physicians  and  other  providers  of 
health  care  in  Iowa. 


How  will  the  HPCI  impact  at  the  community 
or  county  level? 

While  the  details  of  the  local  functions  are 
still  under  consideration,  HPCI  is  committed  to 
developing  support  for  local  interest  groups 
concerned  with  health  care  delivery  and  costs. 
We  also  believe  that  these  local  groups  should 
involve  consumers  and  providers  and  be 
broadly  represented  similar  in  nature  to  the 
Board  make-up.  We  recognize  that  the  delivery 
of  health  care  is  for  the  most  part  a local  matter 
and  one  that  needs  attention  at  the  local  level. 


What  do  you  see  as  the  most  significant  con- 
tribution to  be  made  by  HPCI  in  the  time 
ahead? 

The  major  contribution  and  challenge  facing 
this  group  is  to  bring  together  the  diverse  in- 
terests in  Iowa  and  negotiate  agreements  on 
how  to  effectively  move  ideas  into  action  in  the 
best  interests  of  Iowa's  citizens.  There  is  no 
easy  or  quick  solution  to  high  health  costs  and 
other  matters  we  will  be  facing  together.  It  will 
take  the  long  term  commitment  of  time,  energy 
and  money.  One  of  the  key  contributions  we 
would  like  to  make  is  to  serve  as  the  primary 
vehicle  to  implement  the  recommendations  of 
the  Governor's  Commission  on  Health  Care 
Costs. 
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Outpatient  surgery 
programs  do 
reduce  inpatient 
hospital  days  and 
have  the  potential 
to  significantly 
impact  health  care 
costs  in  Iowa. 


Blue  Cross  and  Blue  Shield 
of  Iowa  support  outpatient 
programs  when  medically 
appropriate  as  a means  to 
reduce  the  cost  of  health  care 
in  our  state. 

And  recent  data  show 
trends  toward  more  out- 
patient surgery  in  Iowa.  In 
fact,  many  of  the  medical  and 
surgical  procedures  suggest- 
ed by  the  Iowa  Foundation  for 
Medical  Care  (IFMC)  as 


appropriate  for  an  outpatient 
setting  were  performed  on  an 
outpatient  basis  last  year. 

We  are  encouraged  that 
more  physicians  and  their 
patients  are  realizing  the 
benefits  of  outpatient 
surgery. 

We  ali  need  to  work  to 
maintain  a qualitative, 
affordable  health  care 
delivery  system. 


Blue  Cross 
Blue  Shield 

of  Iowa 
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Practical  Value 

Of  Clinical  Electromyography 
And  Nerve  Conduction  Studies 


MARVIN  M.  HURD,  M.D.  — 

Des  Moines  Iowa  When  used  with  clinical  findings  the  electromyograph 

can  help  produce  an  accurate  diagnosis.  The  author 
attempts  to  explain  electromyography  to  bring  about  its 
appropriate  use  among  the  various  medical  specialties. 


Increased  use  of  various  diagnostic  tools 
among  the  medical  specialties  suggests  the 
need  to  explain  further  the  value  of  electromy- 
ography (EMG)  and  nerve  conduction  studies 
to  the  busy  practitioner.  A letter  on  this  subject 
was  written  by  the  author  and  published  in  the 
ims  journal1  (October  1980).  It  discussed  the 
use  of  myelography  and  EMG  in  the  investiga- 
tion of  disc  pathology  and  root  pathology. 
From  the  comments  received,  there  appeared 
an  additional  need  to  discuss  the  practical 
aspects  of  EMG.  It  is  hoped  this  paper  will 
promote  optimal  use  by  neurosurgeons, 
orthopedists,  neurologists,  family  practition- 
ers, pediatricians,  internists,  surgeons,  and 
other  physicians. 

Some  interest  in  electrodiagnosis  of  muscle 
and  nerves  occurred  among  early  investiga- 
tors, including  well-known  names  such  as  Gal- 
vani  (1791),  Galen  (1571),  and  Duchene  (1833). 
However,  most  practical  interest  did  not 
emerge  until  World  War  I with  studies  of 


peripheral  nerve  injuries.  Improvements  in 
electronic  equipment  during  World  War  II,  as 
well  as  more  war-associated  peripheral  nerve 
injuries,  produced  another  "growth  spurt"  for 
EMG.  Exploring  needle  electrodes  were  intro- 
duced in  1929  by  Adrian  and  Bronk.  Tolerance 
for  this  procedure  increased  significantly  in 
1955,  with  the  availability  of  monopolar  needle 
electrodes  (a  single  wire  electrode),  rather  than 
the  co-axial  needle  electrodes  (needle  canula 
with  wire  filament  within). 

Practical  demonstrations  of  nerve  conduc- 
tion studies  were  becoming  apparent  by  the 
late  1940's.2  Subsequent  to  WWII  develop- 
ments in  electronic  technology  and  the  addi- 
tional valuable  impetus  associated  with  the  di- 
agnostic evaluation  of  poliomyelitis,  there  has 
been  continued  growth  in  the  clinical  utility  of 
EMG.  Today,  its  value  is  accepted  and  it  is  a 
mainstay  in  major  diagnostic  centers.  The  Iowa 
Methodist  Medical  Center  has  performed  100- 
200  clinical  studies  per  month  for  several  years. 


PATIENT  EXPLANATION 


The  author  is  director  of  electrodiagnosis  at  the  Iowa  Methodist  Medical 
Center  in  Des  Moines.  Medical  illustrations  in  this  paper  were  prepared 
by  Ruth  Loomis. 


A patient  about  to  have  an  EMG  will  general 
ly  be  given  this  description  of  what  is  to  occur: 
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Figure  1 . The  physiologic  unit  of  study  in  EMG  is  the  motor  unit 
(anterior  horn  cell,  axon  and  the  muscle  fibers  subsequently  inner- 
vated). The  upper  motor  neurons  originating  in  the  precentral  motor 
cortex  descend  through  the  pyramidal  tracts  to  ultimately  synapse 
with  alpha  motor  neurons  (lower  motor  neurons)  of  the  spinal  cord 
(also  termed  anterior  horn  cell  within  the  cord). 

Your  doctor  has  requested  a test  to  evaluate  mus- 
cle and  nerve  function  called  an  EMG.  This  stands 
for  electromyography . This  test  is  similar  to  an  EKG 
(electrocardiogram) , except  we  now  are  not  checking 
heart  muscle  electrically  but  a different  kind  of  mus- 
cle called  skeletal  muscle  found  in  the  arms,  legs,  etc. 
To  do  this  test  we  will  be  checking  some  muscles  with 
a pin,  which  is  irritating,  but  not  severe  (will  not 
bring  tears,  etc.  — generally).  We  will  be  checking 
the  conduction  responses  of  nerves  by  delivering 
some  electrical  stimulation  to  the  nerves.  This  test  is 
tolerated  well  and  when  we  are  finished  there  are  no 
significant  after  effects.  You  will  be  able  to  return  to 
activities  of  the  day,  including  driving,  that  you 
may  have  been  doing  prior  to  the  exam. 

Additionally,  we  may  explain  we  are  eval- 
uating function  of  the  muscle,  and  by  looking 
at  the  muscle  electrically,  we  can  assess  the 
function  of  the  nerves  coming  to  the  muscle. 

DESCRIPTION  FOR  THE  CLINICIAN 

Electromyography  and  nerve  conduction 
studies  are  used  to  evaluate  diseases  of  the 
motor  unit.  The  motor  unit  is  the  physiologic 
unit  of  the  neuromuscular  system  which  func- 
tions from  the  spinal  cord  level  peripherally 
(Figure  1).  The  motor  unit  is  one  motor  neuron 
and  all  the  muscle  fibers  it  supplies.  The  motor 
unit,  therefore,  is  composed  of  the  anterior 
horn  cell,  its  axon,  initially  forming  the  ante- 
rior root  which  proceeds  to  join  the  dorsal  root. 
This  then  yields  the  posterior  primary  ramus, 
supplying  paraspinal  muscles  along  the  ver- 


tebral column  (below  the  medulla),  and  the 
anterior  ramus  to  the  peripheral  nerves.  The 
axon  proceeding  from  the  anterior  horn  cell  of 
the  spinal  cord,  ultimately  innervates  skeletal 
muscles  at  the  neuromuscular  junction.  EMG 
is  of  value  in  considering  the  pathology  of  the 
motor  unit  (from  the  anterior  horn  cell  to  the 
muscle). 

The  anterior  horn  cell  and  its  axon  is  called 
the  lower  motor  neuron.  Although  not  precise 
and  well-defined,  some  indirect  information 
relating  upper  motor  neuron  influences  to  low- 
er motor  neuron  function  may  sometimes  be 
inferred  by  studying  the  EMG. 

EMG,  therefore,  is  the  pick-up,  amplifica- 
tion and  visual  display  (on  an  oscilloscope)  and 
auditory  production  (on  a loud  speaker)  of 
electrical  activity  associated  with  the  electrical 
function  of  a muscle.  This  electrical  activity  is 
the  action  potential  or  wave  of  excitation  which 
passes  along  the  muscle  fiber  immediately  pre- 
ceding the  contraction. 

The  summated  electrical  activity  of  all  the 
muscle  fibers  of  one  motor  unit  is  called  a 
motor  unit  action  potential.  The  number  of 
muscle  fibers  per  motor  unit  varies  with  the 
muscle.  Large  limb  muscles,  such  as  the  gas- 
trocnemius, may  have  one  thousand  muscle 
fibers  supplied  by  one  motor  neuron,  whereas 
extrinsic  eye  muscles  have  only  a few  muscle 
fibers  per  motor  unit.  Since  the  motor  unit  fires 
in  an  “all  or  none"  fashion  during  normal  con- 
tractions, there  is  a constant  amplitude  and 
duration  for  each  potential  (motor  unit  action 
potential  or  MUAP).  Since  these  potentials  are 
relatively  small,  a needle  electrode  placed  in 
the  muscle  is  needed  to  properly  pick  up  and 
amplify  the  potentials. 

Normal  Electromyographic  Function  of  Muscle 

The  examiner  inserts  the  needle  electrode 
and  helps  the  patient  kinesiologically  to  isolate 
the  contraction  of  the  muscle.  After  being 
assured  he  is  in  the  desired  muscle,  the  muscle 
is  studied  at  rest.  This  means  no  activation  of 
the  muscle.  Normal  muscle  is  electrically  silent 
at  rest.  After  this,  the  muscle  fibers  are  pro- 
voked by  short,  brisk  insertions  which  normal- 
ly result  in  a quick  burst  of  electrical  activity 
secondary  to  disruption  of  the  muscle  mem- 
brane. This  quickly  returns  to  electrical  silence 
under  normal  muscle  conditions.  Thereafter, 
minimal  to  maximal  contractions  are  de- 
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veloped  by  the  muscle.  With  increased 
strength  of  contraction,  a single  motor  unit  will 
fire  more  rapidly  with  additional  motor  units 
called  on  to  fire  (recruited)  until  the  baseline  of 
the  oscilloscope  is  normally  obliterated  by  the 
spikes  of  the  many  motor  unit  action  potentials 
(MUAP's)  recruited  with  maximal  contraction. 
This  is  called  a normal  interference  pattern. 

Abnormal  Electromyographic  Findings 

On  examination  of  muscle  "at  rest,"  one 
may  see  fasciculation  potentials  which  are  the 
electrical  counterpart  of  small  "muscle  twitch- 
ings,"  sometimes  seen  from  the  surface  of  the 
skin.  These  can  be  an  indication  of  nerve  de- 
generation as  might  be  seen  in  ALS  (amyo- 
trophic lateral  sclerosis),  sometimes  in 
peripheral  neuropathies  or  peripheral  nerve 
injuries.  These  represent  the  spontaneous  fir- 
ing of  either  a whole  or  part  of  the  motor  unit. 
These  fire  irregularly  as  opposed  to  the  normal 
regular  rhythm  of  the  motor  unit  firing.  Occa- 
sionally, fasciculations  can  occur  in  the  normal 
individual  and  without  other  findings  are  not 
indicative  of  disease. 

Sometimes  in  severe  denervating  condi- 
tions, fibrillation  potentials  can  be  seen  at  rest, 
but  more  commonly  needle  insertion  is  needed 
to  disrupt  the  muscle  fiber  membrane  resulting 
in  after-discharges  of  fibrillation  potentials. 
Fibrillation  potentials  are  action  potentials  of  a 
single  muscle  fiber  (rather  than  the  entire 
motor  unit).  They  are  not  initiated  by  nerve 
impulses  but  occur  spontaneously  or  in  re- 
sponse to  mechanical  or  chemical  stimuli.  An 
experienced  electromyographer  is  needed  to 
differentiate  fibrillation  potentials  from  end 
plate  spikes  which  occur  normally  at  neuro- 
muscular junctions  (which  fire  irregularly 
along  with  other  characteristics).  These  normal 
end  plate  spikes  (or  end  plate  potentials), 
occurring  at  myoneural  junctions,  are  not  un- 
commonly misinterpreted  by  the  electromyog- 
rapher with  limited  experience  and  can  lead  to 
significant  errors  in  evaluation. 

Positive  sharp  waves  (also  called  "injury 
potentials")  are  produced  by  insertional  activ- 
ity with  synchronized  firing  of  abnormally 
irritable  muscle  fibers  when  the  exploring  elec- 
trode is  in  contact  with  the  injured  or  diseased 
portion  of  muscle  fibers.  These  are  simple, 
diphasic  waves  with  an  initial  positive  sharp 
component  and  a subsequent  low  amplitude. 


Figure  2.  The  normal  motor  unit  action  potential  (MUAP)  on  the 
left  is  generated  by  the  summation  of  electrical  action  potentials  of 
individual  muscle  fibers.  Two  motor  units  are  diagramatically  dis- 
played here  (showing  overlap  of  muscle  fibers  from  neighboring 
motor  units)  with  the  darkened  motor  neuron  and  its  striped  muscle 
fibers  supplied  creating  the  electrical  activity  displayed  and  sum- 
mated  for  the  MUAP.  A needle  electrode  in  the  muscle  is  used  to 
pick-up  for  subsequent  amplification  the  electrical  activity  for  gen- 
eration of  the  MUAP. 


long  duration  negative  phase.  These  potentials 
are  seen  in  many  diseased  states  of  the  motor 
unit;  for  example,  denervation,  metabolic 
myopathies,  some  muscular  dystrophies  and 
polymyositis.  Some  inexperienced  examiners 
have  mistaken  positive  sharp  waves  for  normal 
motor  unit  action  potentials. 

Fibrillation  potentials  and  positive  waves 
may  not  be  seen  for  18-21  days  post  nerve 
damage.  For  this  reason,  allowing  2 to  3 weeks 
before  EMG  study,  after  an  acute  nerve  injury, 
will  allow  a better  assessment  or  will  better 
reflect  the  extent  of  injury  or  nerve  irritation. 
Other  electrical  phenomenon,  e.g.,  bizarre 
high  frequency  discharges,  myotonic  dis- 
charges, couplets,  etc.,  will  not  be  discussed  in 

(Please  turn  to  page  286) 
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Figure  3.  Diagramatic  representation  of  a motor  unit  in  a 
myopathic  process.  Two  of  the  4 muscle  fibers  (of  the  darkened 
neuron)  have  degenerated.  Although  the  neuron  still  functions,  it 
supplies  fewer  functional  muscle  fibers.  Thus,  in  electromyographic 
examination,  the  amplitude  and  duration  of  the  summated  MUAP 
will  diminish.  In  this  diagramatic  model,  if  a minimal  contraction 
requires  4 muscle  fibers,  only  one  motor  unit  would  be  active 
normally.  Whereas,  in  this  myopathic  process,  more  motor  units 
would  be  required  to  achieve  4 functional  muscle  fibers.  An  in- 
creased number  of  motor  units  would  therefore  be  active  for  the 
same  strength  of  contraction. 


this  paper.  The  reader  is  referred  to  the  refer- 
ences of  this  paper. 

As  indicated  after  the  muscle  has  been  eval- 
uated at  rest  and  with  insertional  activity,  the 
muscle  is  then  studied  under  various  states  of 
contraction.  This  allows  one  to  study  the  indi- 
vidual motor  unit  action  potentials  (MUAP) 
and  their  integration  and  summation  in  in- 
creasing levels  of  contraction. 

The  normal  motor  unit  action  potential 
(MUAP)  is  a relatively  simple  summation  of 
the  individual  action  potentials  of  each  muscle 
fiber  (Figure  2).  In  a myopathy,  with  the  loss  of 
muscle  fibers,  the  MUAP  becomes  smaller  and 
more  complex  in  summation  (Figure  3).  For  a 
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Figure  4.  Diagramatic  representation  of  a motor  unit  in  lower 
motor  neuron  disease.  Motor  unit  on  the  right  has  undergone 
Wallerian  degeneration.  Motor  unit  on  the  left  is  intact  and  has 
sprouted  to  supply  2 extra  muscle  fibers.  Because  of  the  sprouting, 
the  generated  MUAP  becomes  greater  in  amplitude  and  duration 
than  it  would  normally.  Fewer  such  motor  units  are  required  to 
generate  a given  strength  of  contraction  than  is  noted  under  normal 
conditions  and  especially  compared  to  myopathic  disease. 


given  strength  of  contraction  (to  give  a certain 
amount  of  mechanical  resistance  from  the 
muscle),  more  MUAP's  are  recruited.  There- 
fore, the  oscilloscope  screen  may  fill  fairly 
quickly  with  small  MUAP's  in  a myopathic 
process.  By  contrast  the  neuropathic  disorder 
causes  loss  of  certain  neurons  with  the  result 
that  certain  "orphaned"  muscle  fibers  are 
adopted  by  adjacent  intact  or  vital  neurons  giv- 
ing a larger  motor  unit  (Figure  4).  For  a given 
strength  of  contraction  in  neuropathy,  fewer 
motor  units  may  be  evident  on  the  oscilloscope 
screen. 

Nerve  Conduction  Studies 

Peripheral  nerve  conduction  studies  can  be 
obtained  routinely  by  the  passage  of  electrical 
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currents  through  the  skin  overlying  the 
nerves.  The  result  is  a synchronized  muscle 
contraction  (in  motor  nerve  conductions) 
which  may  be  recorded  over  the  muscle  inner- 
vated with  the  recording  electrode.  This  re- 
corded potential  is  called  an  M-response.  Simi- 
larly, a smaller  potential  may  be  recorded  over 
many  sensory  nerves  for  sensory  conductions. 
A nerve  conduction  velocity  can  be  obtained 
by  measuring  the  latencies  (time  for  response 
to  occur  relative  to  stimulus  at  2 points  along 
the  nerve),  and  by  subtraction  one  obtains  the 
time  for  conduction  between  the  2 points  of 
stimulation.  By  dividing  the  distance  between 
the  2 points  by  the  time  needed  for  the  impulse 
to  travel  this  distance,  a nerve  conduction 
velocity  (NCV)  is  obtained.  The  nerves  most 
commonly  studied  are  median  (sensory  and 
motor),  ulnar  (sensory  and  motor),  facial,  ra- 
dial sensory,  musculocutaneous,  femoral, 
peroneal,  tibial  and  sural  sensory.  H-reflex 
studies  and  F-waves  and  blink  reflexes  are 
used  in  an  attempt  to  assess  more  proximal 
conductions  of  nerves.  Discussion  of  tech- 
nique and  physiology  for  this  can  be  found  in 
texts  cited  in  the  paper. 

Diseases  in  Which  EMG  and  Nerve  Conduction 
Study  are  Helpful 

Although  this  is  not  intended  to  be  an  all 
inclusive  list,  several  illustrative  or  typical  dis- 
eases giving  abnormalities  on  EMG  will  be  in- 
cluded (Figure  5). 

1)  Diseases  or  disorders  affecting  the  anterior 
horn  cell  seen  on  EMG  include:  amyotrophic  lateral 
sclerosis,  Werdnig  Hoffmann,  Kuggelberg- 
Wielander,  and  Poliomyelitis. 

2)  Axonal  disease  or  disorders  include:  peripheral 
nerve  injury,  peripheral  neuritis  or  neuropathy, 
peripheral  entrapment  neuropathy,  radiculopathy, 
Guillain-Barre  syndrome,  Char cot-Marie-Tooth 
neuropathy,  etc. 

3)  Neuromuscular  junction  disorders  include: 
myasthenia  gravis  and  myasthenic  syndrome. 

4)  Cell  membrane  disorders,  such  as  periodic  pa- 
ralysis, myotonia  or  potassium  imbalance. 

5)  Muscle  fiber  diseases,  such  as  muscular  dys- 
trophy and  polymyositis. 

The  nerve  conduction  studies  add  much  in- 
formation about  the  speed  of  conduction  of  the 
nerve  impulses  to  consider  generalized  neu- 
ropathies particularly  involving  the  myelin 
sheath,  as  well  as  local  neuropathies,  e.g.,  en- 
trapment neuropathies.  This  is  a particularly 


Figure  5.  Conditions  affecting  the  different  parts  of  the  motor 
unit.  ALS  = amyotrophic  lateral  sclerosis;  W-H  = Werdnig- 
Hoffmann  disease;  G-B  = Guillain-Barre;  PNI  = peripheral  nerve 
injury;  C-M-T  = Charcot-Marie-Tooth  disease,-  MG  = myasthenia 
gravis,-  K+  = potassium  imbalance,- M-D  = muscular  dystrophy. 


useful  function  in  nerve  conductions  in  the 
objective  determination  and  documentation  of 
entrapments,  such  as  a carpal  tunnel  syn- 
drome, ulnar  nerve  entrapment  or  compres- 
sion at  the  elbow  or  wrist,  and  in  peroneal 
neuropathy  at  the  fibular  head  and  in  consider- 
ing a tarsal  tunnel  syndrome  (tibial  nerve  en- 
trapment at  the  ankle  or  foot),  to  give  common- 
ly considered  entrapments.  Additional  less 
common  entrapment  disorders  would  add  un- 
duly to  the  length  of  this  paper  and  one  is 
referred  to  the  textbook  references  on  EMG. 
Decompression  of  nerves  for  treatment  of  en- 
trapment neuropathies  is  a common  proce- 
dure. Nerve  conduction  studies  are  useful  in 
documenting  location  and  degree  of  slowing  of 
the  nerve  examined.  The  conduction  studies 
assist  also  in  assessing  the  predisposing  factors 
and  other  concomitant  problems  of  the  nerve 
(Please  turn  to  page  288) 
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(e.g.  peripheral  neuropathy,  brachial  plex- 
opathy,  etc.). 

Back  pain  and  injury  have  become  relatively 
commonplace  in  this  industrial  age.  In  evalu- 
ation of  neck,  low-back  and  extremity  pain, 
EMG  often  becomes  the  most  reasonable  di- 
agnostic tool  beyond  the  clinical  examination. 
Its  value  in  the  determination  of  root  patholo- 
gy (and  its  differentiation  from  the  many 
peripheral  entrapment  neuropathies  as  well  as 
plexus  involvements)  is  well  substantiated. 
The  benign  nature  of  the  examination  with  no 
premedication  required  makes  it  a very  good 
test  to  perform  as  an  outpatient  as  well.  As 
noted  in  the  ims  journal,1  this  past  year,  EMG 
and  myelography  should  not  be  considered  in 
a mutually  exclusive  way,  but  as  com- 
plimentary for  more  complete  assessment. 
EMG  (a  neurophysiological  study)  and 
myelography  (an  anatomic  study)  can  never 
truly  be  used  as  substitutes  for  one  another. 
Based  upon  EMG  findings  the  myelogram  fre- 
quently may  be  considered  the  needed  ana- 
tomic correlate  to  determine  the  extent  or 
severity  of  disc,  boney,  or  tumor  pathology.  As 
noted  earlier,  if  every  disc  deformity  on 
myelography  were  considered  to  be  the  ulti- 
mate requirement  for  surgery,  many  asymp- 
tomatic people,  ages  50  to  60  or  older,  would 
become  candidates  for  surgery.  Correlation 
with  clinical  findings  and/or  EMG  is  commonly 
essential  to  determine  those  patients  who  will 
benefit  from  surgery  in  our  experience.  With 
recurrent  back  pain  postoperatively,  EMG  can 
provide  helpful  information  which  may  be 
obscured  with  post-op  findings  on  myelogra- 
phy. 

Therefore,  in  conditions  presenting  with 
pain,  sensory  disturbance,  or  weakness,  EMG 
and  nerve  conduction  studies  can  provide  reli- 
able objective  evidence  of  the  involvement  of 
the  motor  unit.  In  upper  motor  neuron  dis- 
eases, the  electromyogram  may  be  of  value  in  a 
negative  way,  that  is  to  exclude  (or  evaluate) 


associated  disease  of  the  lower  motor  neuron. 
It  is  often  of  value  in  serially  following  nerve 
injuries  or  nerve  involvement  and  in  legal 
medicine  as  an  objective  record  of  neuro- 
muscular function. 

The  electromyographer  must  be  a physician 
since  no  standard  procedure  can  be  outlined 
ahead  of  time  which  would  allow  a technician 
to  perform  the  examination  for  later  interpreta- 
tion by  the  physician.  It  is  a rule,  rather  than  an 
exception,  that  modifications  must  be  made 
during  the  examination  as  electromyographic 
findings  become  apparent.  The  critical  impor- 
tance of  the  examiner's  actions  at  the  moment 
of  the  displayed  potential  is  an  additional 
reason  why  the  immediate  interpretation  is  of 
extreme  importance.  The  training  of  an  elec- 
tromyographer should  include  several  months 
under  the  close  supervision  of  experienced 
electromyographers,  in  addition  to  a well 
structured  didactic  program  to  understand  not 
only  the  scope,  but  the  idiosyncrasies  and 
potentials  for  misdiagnosis  or  missed  diagno- 
sis in  the  many  disorders  of  the  motor  unit.  A 
weekend  course  or  even  several  weeks  training 
will  not  suffice.  Technicians  and  paramedical 
personnel  have  little  or  nothing  to  offer  in  elec- 
tromyography, except  as  an  assistant  under 
the  direct  supervision  of  a trained  physician 
electromyographer. 

SUMMARY 

The  electromyograph  provides  a means  to 
assess  the  motor  unit  objectively.  It  is  not  a 
substitute  for  a careful  history  and  physical 
examination,  but  when  used  in  conjunction 
with  the  clinical  findings,  it  can  provide  the 
guide  toward  accurate  diagnosis.  It  is  hoped 
this  paper  will  help  the  clinician  use  EMG 
properly,  and  understand  its  potential  as  well 
as  its  limitations. 
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COMMENTING 

EDITORIALLY 

MARION  E.  ALBERTS,  M.D. 
SCIENTIFIC  EDITOR 


IS  ASPIRIN  IMPLICATED 
WITH  REYE'S  SYNDROME? 


Aspirin  (acetylsalicylic  acid)  is  a drug  that  is 
both  praised  and  condemned.  Despite 
the  derogatory  claims,  it  is  one  of  the  drugs 
most  used  by  physicians  and  the  public. 

The  ancients  knew  the  antipyretic  properties 
of  willow  bark  (Salix  albus).  We  have  seen  the 
evolution  of  the  bitter  glycoside,  salicin,  from 
the  willow  bark  to  the  formulation  of  acetyl- 
salicylic acid  in  the  1890's.  This  progression 
has  been  such  that  this  group  of  compounds 
now  hold  a major  position  in  producing 
analgesia  and  antipyresis. 

The  use  of  aspirin  in  the  treatment  of  arthri- 
tis (rheumatic  fever  and  rheumatoid  arthritis, 
as  well  as  degenerative  arthritis)  has  withstood 
the  test  of  time.  Newer  drugs  have  been  intro- 
duced; yet  aspirin  still  is  foremost.  Aspirin  has 
been  advocated  by  some  in  prevention  of  arte- 
rial and  venous  thromboses.  For  many  years 
this  simple  drug  has  been  depended  upon  for 
the  treatment  of  fever  and  various  aches  and 
pains. 

There  has  been  a serious  competitor  to  aspi- 
rin in  recent  years,  especially  in  the  role  of 
antipyresis.  Acetaminophen  has  become  very 
popular  despite  reports  of  hepatic  toxicity  from 
overdosage.  Television  advertisements  extol 
the  greatness  of  acetaminophen;  extra  strength 
preparations,  liquid  forms,  and  combinations 
with  antihistamines  and  decongestants,  as 
well  as  codeine,  are  available.  The  highly 

* Alberts,  M.E.,  Offerings  on  the  altar  of  the  "Glass  Goddess."  J.  Ia. 
Med.  Soc.,  57:681,  July,  1967. 


touted  "extra  strength"  form  presents  an  in- 
teresting facet  of  merchandising.  The  recom- 
mended adult  dose  of  regular  strength  (325  mg 
per  tablet/capsule)  is  equal  to  3,900  mg/day, 
while  of  the  extra  strength  (500  mg  per  tablet/ 
capsule)  is  4,000  mg/day.  So  what  is  the  differ- 
ence? The  single  dosage  is  a bit  heavier,  but 
there  is  no  appreciable  difference  in  the  recom- 
mended total  daily  dose. 

Aspirin  has  had  a strong  indictment  made 
against  it  in  recent  months.  Review  of 
epidemiologic  studies  of  the  rare  childhood 
disease,  Reye's  Syndrome,  has  shown  a prob- 
able contribution  by  salicylates  to  that  condi- 
tion. In  February,  the  U.S.  Center  for  Disease 
Control  issued  a warning  to  avoid,  if  possible 
the  use  of  aspirin  to  treat  fever  in  children 
afflicted  with  influenza  or  chicken  pox.  A 
panel  of  consultants  has  concluded  from  stud- 
ies that  aspirin  may  be  a factor  in  the  develop- 
ment of  Reye's  Syndrome,  but  there  is  no  abso- 
lute proof  that  it  actually  causes  the  disorder. 

Needless  to  say,  these  reports,  have  caused 
considerable  confusion  among  parents  as  well 
as  physicians.  The  committee  did  not  recom- 


"We  must  be  judicious  in  our  prescribing 
habits,  as  well  as  in  the  general  advice  we 
give  our  patients." 


mend  acetaminophen  as  an  alternate  to  aspirin 
in  chicken  pox  or  influenza  because  they 
"didn't  have  the  information  about  risks  and 
benefits."  It  is  questioned  whether  any  fever 
control  medications  should  be  given  when 
symptoms  of  influenza  or  chicken  pox  arise. 
Alternatives  such  as  increased  fluid  intake  and 
tepid  baths  are  recommended.  I have  gone  on 
record  previously  over  the  concerns  about  fev- 
er.* Now  we  have  a serious  indictment  against 
using  drugs  in  treating  the  fever  which  may 
accompany  two  specific  viral  diseases.  Will 
there  be  more?  Surely  there  are  other  instances 
when  a disease  is  overtreated.  We  must  do  no 
harm  in  our  ministrations  to  the  sick.  We  must 
be  judicious  in  our  prescribing  habits,  as  well 
as  in  the  general  advice  we  give  our  patients. 

" Imperative  drugging  — the  ordering  of  medicine 
in  any  and  every  malady  — is  no  longer  regarded  as 
the  chief  function  of  the  doctor."  — Sir  William 
Osler  (1849-1919):  Aequanimitas  with  other 
Addresses,  "Medicine  in  the  Nineteenth  Century." 
— M.E.A. 
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A MAJORITY  OF  ONE 


I don't  like  HMOs  because  they  want  a 
handicap.  Handicaps  are  OK  in  golf,  but 
this  is  not  a game  — and  the  cost  of  care  should 
be  the  real  cost  without  hidden  grants  that 
defray  some  expenses  so  that  the  final  figure  is 
not  the  real  cost. 

I don't  like  HSAs  and  CONs.  I think  these 
entities  add  to  the  cost  without  increasing  the 
availability  or  the  quality  of  care. 

I don't  like  blind  criticism  of  peer  review, 
and  I don't  like  trying  to  hide  behind  semantics 
to  cover  up  a basic  desire  to  scuttle  peer  review 
by  saying  "Let's  call  it  voluntary  and  then,  by 
God,  we  won't  have  to  do  it  at  all." 

I don't  like  third  party  payors  and  the  other 
interlopers  between  the  doctor  and  the  patient. 
But  I think  they  are  necessary  in  our  society, 


Letter  to  Editor 

APPRECIATE  THE  COMMENT 

Dear  Editor, 

One  rainy  evening  recently,  after  all  my  re- 
sponsibilities of  the  day  had  been  fulfilled,  I 
found  myself  with  time  on  my  hands  and  noth- 
ing to  do.  Then  — an  inspiration!  Why  not  read 
one  of  Dr.  Alberts'  editorials  in  the  journal  of 

THE  IOWA  MEDICAL  SOCIETY? 

Now  you  and  I know  that  it  is  always  uncer- 
tain as  to  whether  anyone  ever  reads  the  edito- 
rials in  the  journal,  but  bear  in  mind  that  on 


RECENT  BOOKS 

CURRENT  PEDIATRIC  DIAGNOSIS  AND 
TREATMENT  (7th  Edition),  1982,  by  C.  Henry 
Kempe,  Henry  K.  Silver  and  Donough, 
O'Brien.  Lange  Medical  Publications,  Los 
Altos,  California.  Price,  $26.00. 


and  I'm  going  to  try  to  give  my  patients  the 
best  I can  in  spite  of  them. 

I don't  like  all  the  paper  work  connected 
with  helping  patients,  but  I don't  think  we  can 
do  away  with  paper  work  and  still  keep  track  of 
all  the  different  facets  of  patient  care. 

I heard  a doctor  say  the  other  day  that  it  isn't 
as  much  fun  anymore  as  it  used  to  be,  meaning 
the  practice  of  medicine. 

Well,  I thought  about  that  for  awhile  and  I 
guess  maybe  it's  true.  Maybe  we  have  to  work 
harder  because  of  the  frustrations  and  distrac- 
tions caused  by  government  forms  and  insur- 
ance forms;  progress  notes  and  peer  review. 
But  the  basic  ingredient  — the  patient  and  the 
doctor  meeting  and  interacting  and  trying  to 
help  is  still  there.  The  human,  loving  feeling  is 
still  there.  The  trust  we  have  for  each  other  is 
still  there.  I think  that's  what  medicine  is 
about.  How  about  you?  — Dennis  J.  Walter, 
M.D.,  Des  Moines,  Member,  Scientific  Editorial 
Panel 


this  particular  evening  there  seemed  to  be 
nothing  else  to  do.  Sol  turned  to  the  May  1982 
issue  of  the  journal  and  found  your  editorial, 
"Use  the  Crutch  Wisely."  Well,  I can't  say  too 
much  in  complimenting  you  on  the  viewpoint 
expressed  and  on  the  clarity  of  your  writing.  In 
a word,  I thought  the  editorial  was  extremely 
well  done,  and  I would  urge  others  to  read  it. 

The  purpose,  therefore,  of  this  short  note, 
Dr.  Alberts,  is  threefold:  to  let  you  know  that 
someone  read  the  editorial,  to  let  you  know 
that  someone  thought  very  highly  of  it,  and  to 
let  you  know  that  someday,  if  the  conditions 
are  just  right,  I may  read  another  of  your  edito- 
rials. — Daniel  F.  Crowley,  M.D.,  Des  Moines 


A LAND  BEYOND  TEARS,  1982,  by  Barry  N. 
Kaufman  and  Suzi  L.  Kaufman.  Doubleday  & 
Co.  Inc.,  New  York.  (How  a family  faced  the 
terminal  illness  of  the  mother;  doubts,  fears, 
and  anger  conquered  by  love.)  Price,  $13.95. 
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Famous 

Penis 


They  work  so 

well  together. 


One  of  man's  most  amazing  explo- 
rations and  scientific  adventures,  the 
successful  Gemini  flight  program 
was  a triumph  of  imagination  and- 
teamwork.  Two  men  learned  to 
operate  in  space,  to  rendezvous,  to 
dock,  and  to  work  outside  their 
spacecraft  in  the  hard  vacuum  of 
outer  space.  Not  only  did  they  coor- 
dinate their  efforts  with  ground 
backup,  they  also  complemented 
each  other's  activities  within  the 
close  confines  of  the  space  capsule. 
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Anusol-HC 

IkTucks 


...another  well-known  pair  that 
works  so  well  together!  Ninety- 
five  percent  of  colon /rectal 
surgeons  surveyed*  added 
Tucks  pads  concomi- 
tantly to  hemorrhoidal 
treatment  programs 
they  recommended. 


Anusol-HC 9 

Suppositories  / Cream 
with  Hydrocortisone  Acetate 
The  # 1 physician-prescribed  product  for  hemor- 
rhoids and  other  common  anorectal  disorders ** 

□ Antiinflammatory,  to  relieve  edema,  burning, 
itching,  pain 

□ Astringent,  to  help  promote  healing 

□ Emollient,  for  easier  bowel  movements  and 
soothing  relief  of  local  trauma 

And,  when  pain  is  a special  problem,  Anusol 
Ointment  offers  the  benefits  of  the  anesthetic, 
pramoxine  HCI. 

TUCKS® 

Pre-Moistened  Hemorrhoidal/ Vaginal  Pads 
The  # 1 hemorrhoidal  pad*  for  added  external  relief 
and  gentle  cleansing  of  fecal  residue 

□ Soothes,  cools,  comforts  the  irritation  and  itch  of 
hemorrhoids  and  other  common  anorectal  dis- 
orders 


ANUSOL-HC®  Suppositories/ 
ANUSOL-HC®  Cream 

Before  prescribing,  please  see  full  prescribing  information 
A Brief  Summary  follows: 
Indications  and  Usage:  Anusol-HC  Suppositories  and 
Anusol-HC  Cream  are  adjunctive  therapy  for  the 
symptomatic  relief  of  pain,  itching  and  discomfort  in 
external  and  internal  hemorrhoids,  proctitis,  papillitis, 
cryptitis,  and  fissures,  incomplete  fistulas,  pruritus  ani  and 
relief  of  local  pain  and  discomfort  following  anorectal 
surgery. 

Anusol-HC  is  especially  indicated  when  inflammation  is 
present.  After  acute  symptoms  subside,  most  patients  can 
be  maintained  on  regular  Anusol*  Suppositories  or 
Ointment. 
CONTRAINDICATIONS 
Anusol-HC  Suppositories  and  Anusol-HC  Cream  are 
contraindicated  in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components  of  the 
preparations. 
WARNINGS 

The  safe  use  of  topical  steroids  during  pregnancy  has  not 
been  fully  established.  Therefore,  during  pregnancy,  they 
should  not  be  used  unnecessarily  on  extensive  areas,  in 
large  amounts  or  for  prolonged  periods  of  time. 

PRECAUTIONS 

General 

Symptomatic  relief  should  not  delay  definitive  diagnoses  or 

treatment. 

Prolonged  or  excessive  use  of  corticosteroids  might 
produce  systemic  effects. 
If  irritation  develops,  Anusol-HC  Suppositories  and  Anusol- 
HC  Cream  should  be  discontinued  and  appropriate  therapy 

instituted. 

In  the  presence  of  an  infection  the  use  of  an  appropriate 
antifungal  or  antibacterial  agent  should  be  instituted.  If  a 
favorable  response  does  not  occur  promptly,  the 
corticosteroid  should  be  discontinued  until  the  infection  has 
been  adequately  controlled 
Anusol-HC  is  not  for  ophthalmic  use. 

Pregnancy 
See  “WARNINGS" 
Pediatric  Use 
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□ Hygienic  rectal  wipe— an  integral  part  of  the 
anorectal  regimen 

Once  pain  and  inflammation  subside,  for  dual 
action  recommend  regular  ANUSOL®— to  maintain 
patient  comfort— and  TUCKS®— to  maintain  patient 
anorectal  hygiene. 

* Meeting  of  Am  Soc  Colon/Rectal  Surgeons,  May  1980. 

" -Based  on  total  prescriptions  filled  for  hemorrhoidal  preparations  during  the 
first  three  quarters  of  1981.  The  National  Prescription  Audit,  IMS  America  Ltd 
Sept  1981. 

*1981  data  from  leading  marketing  research  organization. 


Care  should  be  taken  when  using  the  corticosteroid 
hydrocortisone  acetate  in  children  and  infants 
DOSAGE  AND  ADMINISTRATION 
Anusol-HC  Suppositories— Adults:  Remove  foil  wrapper  and 
insert  suppository  into  the  anus.  Insert  one  suppository  in 
the  morning  and  one  at  bedtime  for  3 to  6 days  or  until 
inflammation  subsides  Then  maintain  comfort  with  regular 
Anusol  Suppositories 
Anusol-HC  Cream-Adults:  After  gentle  bathing  and  drying 
of  the  anal  area,  remove  tube  cap  and  apply  to  the  exterior 
surface  and  gently  rub  in.  For  internal  use,  attach  the 
plastic  applicator  and  insert  into  the  anus  by  applying 
gentle  continuous  pressure.  Then  squeeze  the  tube  to 
deliver  medication.  Cream  should  be  applied  3 or  4 times  a 
day  for  3 to  6 days  until  inflammation  subsides.  Then 
maintain  comfort  with  regular  Anusol  Ointment 
NOTE:  If  staining  from  either  of  the  above  products  occurs, 
the  stain  may  be  removed  from  fabric  by  hand  or  machine 
washing  with  household  detergent 
Store  between  59°-86°F  |15°-30°C) 
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DRUG  THERAPY  REVIEW 


UNIVERSITY  OF  IOWA 
HOSPITALS  AND  CLINICS 


REYNOLD  SPECTOR,  M.D.,  Editor 

THROMBOLYTIC  THERAPY: 
CONTROVERSIAL  ASPECTS 


Treatment  goals  in  thromboembolic  dis- 
ease are  twofold.  First,  the  hypercoagu- 
lable  state  must  be  terminated  and  existing 
thrombi  prevented  from  extension  or  embo- 
lization, and  secondly,  vascular  patency  must 
be  restored  and  venous  valvular  function  pre- 
served. While  traditional  anticoagulation  with 
heparin  or  warfarin  is  capable  of  terminating 
most  hypercoagulable  states,  it  does  little  to 
promote  the  lysis  of  thrombi.  Failure  to  accom- 
plish clot  lysis  may  contribute  to  death  in  cases 
of  massive  pulmonary  emboli  (PE)  and  in  pa- 
tients with  deep  venous  thrombosis  (DVT)  it 
results  in  the  "postphlebitic"  syndrome  char- 
acterized by  skin  ulceration,  pain,  edema,  and 
pigmentation. 

Streptokinase  (SK)  and  urokinase  (UK)  are 
pharmacologic  agents  capable  of  promoting 
thrombolysis.  They  offer  a means  to  achieve 
rapid  restoration  of  vascular  patency.  Al- 
though these  agents  have  been  under  inves- 
tigation for  over  20  years,  several  important 
issues  regarding  their  use  are  not  resolved. 

This  information  for  Iowa  physicians  is  furnished  and  sponsored  by  the 
University  of  Iowa  Hospitals  and  Clinics. 


These  issues  include  efficacy,  potential  ben- 
efits and  risks,  indications  for  use,  laboratory 
control,  and  regimens  of  administration. 

Urokinase,  which  has  been  approved  for  use 
by  the  Food  and  Drug  Administration  (FDA)  in 
pulmonary  embolism,  is  a naturally  occurring 
serine  protease  formed  by  uroepithelium. 
Presently  UK  is  isolated  from  cultured  human 
fetal  renal  tissue.  On  a mechanistic  level,  UK 
enzymatically  converts  plasminogen  to  plas- 
min,  an  active  enzyme,  which  directly  de- 
grades fibrin  and  fibrinogen.  Streptokinase  is  a 
product  of  a group  C p-hemolytic  streptococ- 
cus. It  acts  as  a cofactor  promoting  plasmi- 
nogen to  plasmin  conversion  by  binding  to 
plasminogen.  In  contrast  to  UK,  SK  does  not 
directly  activate  plasminogen.  SK  is  now 
approved  by  the  FDA  for  use  in  pulmonary 
embolism,  deep  venous  thrombosis,  and  clot- 
ted arteriovenous  cannulae. 

Several  reports  in  the  literature  document 
the  efficacy  of  these  agents  in  promoting 
thrombolysis  in  patients  with  pulmonary 
embolism.1'4  The  most  informative  of  these  is 
the  NIH-sponsored  Urokinase  Pulmonary 
Embolism  Trial  (UPET),  which  compared  the 
rate  of  resolution  of  emboli  in  patients  random- 
ized to  treatment  with  either  UK  plus  heparin 
or  heparin  alone.  Based  on  hemodynamic 
measurements,  lung  scanning,  and  angiogra- 
phy, patients  receiving  UK  had  significantly 
more  rapid  clearance  of  pulmonary  emboli, 
especially  in  cases  with  a short  clinical  history 
(less  than  48  hours),  massive  embolization  (in- 
volvement of  two  or  more  lobar  arteries),  or 
shock.  No  improvement  in  2-week  survival 
was  seen  in  the  patients  treated  with  UK. 
However,  it  was  not  the  purpose  of  the  study 
to  determine  the  effect  of  thrombolytic  therapy 
on  survival  and  the  large  number  of  patients 
required  to  have  demonstrated  a reduction  in 
mortality  would  have  made  the  study  imprac- 
tical. The  suggestion  exists,  however,  that 
thrombolytic  agents  might  offer  a hemody- 
namic advantage  in  highly  selected  patients 
with  recent  massive  embolization  or  shock. 

Traditional  therapy  of  DVT  with  heparin  has 
resulted  in  a marked  reduction  in  subsequent 
pulmonary  embolism.5  However,  in  cases  of 
extensive  proximal  DVT,  heparin  does  not 
appear  to  reduce  significantly  the  incidence  of 
the  postphlebitic  syndrome.  A number  of  re- 
ports in  the  literature  have  compared  the 
thrombolytic  efficacy  of  SK  plus  heparin  to 
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heparin  alone  in  patients  with  DVT.6'10  Al- 
though many  of  these  studies  suffer  from  one 
or  more  flaws  in  their  design,  an  overview  of 
the  data  available  would  indicate  that  in  pa- 
tients with  the  recent  (less  than  4 days)  onset  of 
proximal  DVT,  substantial  to  complete  clot 
lysis  occurs  in  approximately  50%  of  SK- 
treated  patients.  Reports  also  exist  detailing 
resolution  of  symptomatic  thrombotic  disease 
of  2 to  3 weeks7  duration  when  SK  is  adminis- 
tered for  prolonged  periods  of  time  (4  to  10 
days).11  In  contrast,  less  than  10%  of  patients 
treated  with  heparin  alone  demonstrate  clot 
lysis.  From  this  data  it  has  been  argued  that 
rapid  clot  lysis  with  SK  may  preserve  venous 
valvular  function  and  reduce  the  subsequent 
development  of  the  postphlebitic  syndrome. 
One  controlled  study  compared  SK  and  con- 
ventional heparin  therapy  with  follow-up  at  a 
reasonably  long  interval.9  The  results  of  this 
and  other  studies  which  support  the  use  of  SK 
in  selected  cases  require  confirmation  in  fur- 
ther carefully  controlled  and  randomized  in- 
vestigations. 

While  potential  benefits  of  thrombolytic 
therapy  remain  to  be  substantiated,  potential 
risks  are  more  clearly  defined.  Thrombolytic 
intervention  cannot  be  undertaken  lightly. 
Fever  is  commonly  encountered  in  patients  re- 
ceiving SK  and  rare  cases  of  anaphylaxis  have 
been  reported.  However,  the  major  complica- 
tion with  these  agents  is  bleeding.  Bleeding 
from  prior  trauma  such  as  venipuncture  sites 
results  from  the  dissolution  of  hemostatic 
plugs.  In  addition,  the  hypofibrinogenemia 
and  increased  fibrin  degradation  products  re- 
sulting from  the  use  of  SK  or  UK  may  lead  to 
bleeding  after  trauma.  The  incidence  of  signifi- 
cant hemorrhage  requiring  transfusion  is  high- 
ly variable  from  study  to  study  but  appears  to 
approach  10  to  20%.  In  contrast,  the  risk  of 
hemorrhagic  complications  with  heparin  is 
generally  reported  to  be  approximately  5%  and 
maybe  as  low  as  1%  when  continuous  infusion 
techniques  and  laboratory  control  with  the 
activated  partial  thromboplastin  time  are 
employed.12  Because  of  the  substantial  risk  of 
hemorrhage,  generally  accepted  contraindica- 
tions to  the  use  of  thrombolytic  therapy  in- 
clude major  surgery  within  the  preceding  10 
days,  the  postpartum  state,  concomitant 
hemostatic  defects,  and  disorders  predispos- 
ing to  intracranial  bleeding.  If  therapy  is 
undertaken  it  is  of  importance  to  avoid  inva- 


TABLE I 


Streptokinase 

Urokinase 

Source 

Group  C streptococcus 

Human  fetal  kidney 
cultures 

Molecular  weight 

45,000 

92,000  (native) 
34,000  (tissue  culture) 

Mechanism  of  action 

Plasminogen  cofactor 

Serine  protease 

Vi  Time 

10  minutes 

11-16  minutes 

Pyrogen 

Yes 

No 

Cost 

$200/24  hours 

$2,000/12  hours 

FDA-approved 

indications 

Pulmonary  embolism 
Deep  venous  thrombosis 
Clotted  A-V  fistula 

Pulmonary  embolism 

sive  procedures,  including  venipuncture,  un- 
less clearly  indicated. 

Because  the  risk-benefit  ratio  with  throm- 
bolytic therapy  is  undefined,  it  is  difficult  to 
formulate  precise  indications  for  its  use. 
However,  in  our  opinion,  treatment  with  UK 
or  SK  deserves  consideration  in  2 clinical  situa- 
tions: 1)  the  rare  patient  with  massive  pulmo- 
nary embolism  of  recent  occurrence  presenting 
in  shock;  2)  the  younger  patients  with  veno- 
graphically  documented  extensive  proximal 
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BEING  A PHYSICIAN 
AND  A BUSINESSMAN  It 
LIKE  REMOVING  GALLSTONES 
WITH  A SPOON... 


it’s  not  a very  good  idea.  But  today,  modern  busi- 
ness dictates  that  physicians  with  their  own  prac- 
tices spend  a great  percentage  of  time  as 
businessmen  ...  at  the  expense  of  their  job. 


We  provide  you  with  an  environment  serving  a 
purpose:  practicing  medicine.  No  salesmen  or 
accountants  calling,  no  books  to  balance  and  no 
late  hours.  You  concentrate  on  practicing  medicine 
with  a health  care  system  that’s  one  of  tne  finest  in 
the  world.  You’ll  work  in  modern,  well-equipped 
hospitals  and  clinics  with  the  most  up-to-date 
technology. 

Also  included  are  excellent  programs  of  com- 
pensation, opportunities  for  professional  growth 
and  specialization,  30  days  vacation  with  pay  each 
year,  full  medical  and  dental  care  and  more. 

With  the  Air  Force,  we  want  you  to  do  one  thing: 
practice  medicine.  We  would  like  to  provide  you 
with  more  information  on  Air  Force  medicine. 

Contact:  Ken  Gardner  Call  Collect 

400  South  Clinton  319/351-2076 

RO.  Box  1490 
Iowa  City,  IA 


52244 


A great  way  of  life. 
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DVT  and  no  evident  predisposition  to  recur- 
rent DVT.  The  first  patient  could  be  the  ben- 
eficiary of  a survival  advantage,  while  the 
second  patient  could  avoid  the  belated  se- 
quelae of  obstructive  venous  disease. 

If  employed,  thrombolytic  therapy  should 
not  be  viewed  as  a replacement  for  heparin. 
Rather,  it  is  an  adjuvant  to  traditional  anti- 
coagulant therapy  and  most  frequently  is  used 
as  a 12-  to  72-hour  course,  after  which  heparin 
is  continued  as  necessary.  The  choice  of  initial 
dosage  should  be  governed  by  the  manufactur- 
er's recommendations.  Unfortunately,  clear 
guidelines  for  laboratory  control  do  not  exist. 
We  feel  that  before  beginning  therapy,  the 
thrombin  clotting  time  (TCT)  should  be  less 
than  2 times  normal  and  the  fibrinogen  and 
platelet  count  should  be  normal.  During  ther- 
apy it  is  advised  that  the  TCT  be  prolonged 
from  2 to  6 times  the  normal  control.  Therapy 
should  be  individualized  when  the  TCT  fails  to 
fall  within  these  recommended  limits. 

This  report  has  been  written  to  point  out  a 
number  of  unresolved  issues  concerning  the 
use  of  thrombolytic  agents.  Physicians  using 


these  agents  for  approved  indications  must  be 
aware  of  these  issues  and  take  careful  note  of 
the  new  developments  in  this  field  — 
M.  Michael  Guffy,  M.D.,  Pete  Lollar,  M.D., 
Jonathan  Goldsmith,  M.D.,  Department  of  Internal 
Medicine,  Division  of  Hematology-Oncology . 
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CARE  FOR  YOUR  COUNTRY. 

As  an  Army  Reserve  physician,  you  can  serve 
your  country  and  community  with  just  a small  investment 
of  your  time.  You  will  broaden  your  professional  expe- 
rience by  working  on  interesting  medical  projects  in  your 
community.  Army  Reserve  service  is  flexible,  so  it  won’t 
interfere  with  your  practice.  You'll  work  and  consult  with  top 
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TABLE  I 

FINANCIAL  CRITERIA 


STATE 

DEPARTMENT/ 
PUBLIC  HEALTH 


Family  Number 

Non-Farm 

Farm 

1 

$ 4,210 

$3,590 

2 

5,590 

4,760 

3 

6,970 

5,930 

4 

8,350 

7,100 

5 

9,730 

8,270 

6 

11,110 

9,440 

Increase  by  $1,380  for  each  additional  non-farm  family  member. 
Increase  by  $1,170  for  each  additional  farm  family  member. 


CHRONIC  RENAL 
DISEASE  PROGRAM 

he  Chronic  Renal  Disease  Program 
(CRDP)  was  established  in  1972  by  the 
Iowa  General  Assembly  with  responsibility  for 
implementation  and  administration  mandated 
to  the  State  Department  of  Health.  The  pur- 
pose of  the  program  is  to  provide  financial 
assistance  to  eligible  dialysis  and  transplant 
patients  with  end-stage  renal  disease. 

The  types  of  financial  assistance  that  may  be 
provided  include: 

Hospital  and  physician  charges; 

Home  dialysis  supply  and  equipment  charges; 

Hired  home  assistant  fees; 

Pharmaceuticals; 

Travel  to  dialysis  and  transplant  facilities; 

Lodging  for  home  dialysis  and  transplant  patients 
in  certain  situations,  and 

Health  insurance  premiums 

This  information  on  public  health  matters  is  furnished  and  sponsored 
by  the  Iowa  State  Department  of  Health. 


Since  the  CRDP  is  a last  resort  program,  all 
other  resources  available  to  patients  must  first 
be  identified.  Such  resources  include  personal 
assets,  private  insurance  coverage.  Medicare, 
etc.  Social  Security  extended  Medicare  cover- 
age to  dialysis  and  transplant  patients  in  July  of 
1973.  The  coverage  is  the  same  as  for  other 
Medicare  recipients;  Part  A for  inpatient 
charges  and  Part  B for  outpatient  charges.  Eli- 
gibility for  assistance  and  the  type(s)  of  assis- 
tance that  may  be  provided  are  based  upon  the 
applicant's  medical  status  and  the  resources 
available  for  payment  of  renal  disease-related 
expenses. 

Specific  financial  criteria  are  utilized  to  place 
each  eligible  applicant  into  one  of  5 financial 
categories  using  (as  a base)  the  1981  Federal 
Community  Services  Administration  Poverty 
Level  Income  (PLI)  Guidelines  shown  in  Table 
I: 

Table  II  displays  the  financial  categories  and 
the  medical  status  of  the  284  patients  eligible  to 
receive  assistance  from  the  CRDP  as  of  April, 
1982. 

(Please  turn  to  page  298) 


TABLE  II 

FINANCIAL  CATEGORIES/MEDICAL  STATUS 


(1) 

(2) 

(3) 

(4) 

(5) 

15  0% 

200% 

250% 

300% 

300% 

of 

of 

of 

of 

of  PLI 

PLI 

PLI 

PLI 

PLI 

& Above 

Center  hemodialysis 

75 

20 

17 

3 

3 

Center  peritoneal  dialysis 

1 

1 

0 

0 

0 

Home  hemodialysis 

8 

7 

2 

1 

3 

Home  peritoneal  dialysis 
Continuous  ambulatory 

2 

2 

0 

0 

2 

peritoneal  dialysis 

17 

9 

2 

0 

5 

Transplant 

50 

32 

16 

3^ 

3 

Total 

153 

71 

37 

7 

16 

Total 


118 

2 

21 

6 

33 

104 

284 
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STATE  DEPARTMENT/PUBLIC  HEALTH 


The  patients  in  category  1 have  resources  of 
less  than  150%  of  PLI  and  are  eligible  to  receive 
the  most  assistance.  Those  in  category  5 have 
resources  300%  of  PLI  or  greater  and  receive 
the  least  assistance. 

Transplantation  and/or  dialysis  is  being  pro- 
vided to  Iowa  patients  currently  receiving 
assistance  from  the  CRDP  at  the  following  fa- 
cilities: 

Bishop  Clarkson  Memorial  Hospital,  Omaha, 
Nebraska 

Henry  County  Health  Center,  Mt.  Pleasant, 
Iowa 

Iowa  Lutheran  Hospital,  Des  Moines,  Iowa 

LaCrosse  Lutheran  Hospital,  LaCrosse,  Wis- 
consin 


Marian  Health  Center,  Sioux  City,  Iowa 
Mary  Greeley  Medical  Center,  Ames  Iowa 
Mayo  Clinic,  Rochester,  Minnesota 
St.  Francis  Hospital,  Waterloo,  Iowa 
St.  Joseph  Hospital,  Omaha,  Nebraska 
St.  Luke's  Hospital,  Davenport,  Iowa 
Trinity  Regional  Hospital,  Fort  Dodge,  Iowa 
Tri-State  Dialysis  Unit,  Dubuque,  Iowa 
University  Hospitals  and  Clinics,  Iowa  City, 
Iowa 

Veterans  Administration  Hospital,  Iowa  City, 
Iowa 


For  more  specific  information  call  515/281- 
4960  or  write:  Chronic  Renal  Disease  Program, 
Iowa  State  Department  of  Health,  Lucas  State 
Office  Building,  Des  Moines,  Iowa  50319. 


May  1982  Morbidity  Report 


Disease 

May 

1982 

Total 

1982 

to 

Date 

1981 

to 

Date 

Most  May  Cases 
Reported  From 
These  Counties 

Amebiasis 

4 

40 

2 

Boone,  Delaware,  Scott 

Brucellosis 

0 

1 

0 

Chickenpox 

922 

5448 

6527 

Clinton,  Dubuque,  Linn 

Campylobacter 

16 

80 

Dubuque,  Marshall,  Lee 

Cytomegalovirus 
Eaton's  Agent 

4 

18 

10 

Johnson,  Clinton 

infection 

20 

97 

11 

Polk,  Marshall, 
Johnson 

Encephalitis,  viral 
Erythema 

3 

9 

7 

Woodbury,  Clinton 

infectiosum 

Gastroenteritis 

21 

184 

1069 

Union,  Muscatine, 
Marshall 

(GIV) 

862 

7726 

11968 

Linn,  Black  Hawk,  Dallas 

Giardiasis 

10 

41 

13 

Des  Moines,  Chickasaw, 
Jackson 

Hepatitis,  A 

4 

41 

130 

Clay,  Delaware, 
Des  Moines 

Hepatitis,  B 

6 

41 

33 

Pottawattamie,  Polk 

Hepatitis,  Non  A-B 
Hepatitis 

1 

7 

Johnson 

type  unspecified 

5 

12 

26 

Keokuk,  Monroe,  Clay 

Herpes  Simplex 

26 

142 

85 

Johnson,  Polk,  Lynn 

Herpes  Zoster 

0 

9 

4 

Histoplasmosis 

Infectious 

2 

13 

5 

Polk,  Webster 

mononucleosis 

Influenza, 

17 

117 

186 

Linn,  Black  Hawk, 
Floyd 

lab  confirmed 

29 

67 

191 

Polk,  Linn,  Boone 

Disease 

May 
19  82 
Total 

1982 

to 

Date 

1981 

to 

Date 

Most  May  Cases 
Reported  From 
These  Counties 

Influenza-like 

illness  (URI) 
Legionnaire's 

3396 

0 

25800 

13 

47251 

Linn,  Johnson, 
Pottawattamie 

Meningitis 

aseptic 

1 

11 

24 

Lee 

bacterial 

9 

23 

68 

Buena  Vista,  Davis,  Lee 

meningococcal 

0 

5 

16 

Mumps 

6 

27 

38 

Polk,  Warren,  Clinton 

Pertussis 

2 

3 

2 

Palo  Alto,  Pottawattamie 

Rabies  in  animals 

24 

166 

402 

Scattered 

Rheumatic  fever 

1 

3 

6 

Buchanan 

Rubella 

(German  measles) 

0 

0 

3 

Measles 

0 

0 

1 

Salmonellosis 

18 

118 

92 

Dubuque,  Polk,  Scott 

Shigellosis 

4 

21 

16 

Polk 

Toxic  Shock 

Syndrome 

1 

7 

Jefferson 

Tuberculosis 

total  ill 

8 

43 

42 

Scattered 

bact.  pos. 

7 

32 

26 

Scattered 

Venereal  diseases; 

Gonorrhea 

370 

1917 

1849 

Polk,  Scott,  Black  Hawk 

Syphilis 

3 

14 

12 

Polk,  Henry 

Laboratory  Virus  Diagnosis  Without  Specified  Clinical  Syndrome:  Guillain- 
Barre  — 1,  Scott;  Ascariasis  — 3,  Johnson. 
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Dr.  W.  S.  Pheteplace,  Davenport,  is  retiring  as 
medical  director  of  the  Mississippi  Valley  Re- 
gional Blood  Center,  following  35  years  of  ser- 
vice. Dr.  Pheteplace  was  instrumental  in  start- 
ing the  Scott  County  Blood  Bank  in  1947  and 
also  was  a leader  in  the  merger  between  the 
Rock  Island  and  Scott  County  Blood  Banks  that 
resulted  in  the  formation  of  the  Mississippi 
Valley  Regional  Blood  Center.  . . . Dr.  Robert 
P.  Smith  has  joined  the  family  practice  faculty 
at  Broadlawns  Medical  Center  in  Des  Moines. 
Dr.  Smith  is  a 1980  graduate  of  the  family  prac- 
tice residency  program  at  BMC  and  has  been 
practicing  in  Richland  Center,  Wisconsin.  Of 


the  10  graduates  in  the  1982  family  practice 
residency  program,  4 will  practice  in  Iowa  and 
1 will  enter  the  Air  Force.  Dr.  Jeffrey  J.  Goerss 
has  joined  the  Spirit  Lake  Medical  Center  in 
Spirit  Lake  and  Dr.  Donald  L.  Skinner,  the 
McCrary-Rost  Clinic  in  Lake  City.  Dr.  David  E. 
Swieskowski  will  become  an  associate  of  Dr. 
Tom  Peacock  in  Des  Moines  and  Dr.  Lloyd  J. 
Thurston,  an  associate  of  Dr.  Charles  D.  Ben- 
dixen  in  Marshalltown.  Dr.  Joseph  L.  Davis 
has  joined  the  Air  Force. 


Dr.  Dorothy  Gildea,  Davenport,  was  pre- 
sented the  "Citizen  of  the  Year"  award  at  a 
recent  meeting  of  Family  and  Children's  Ser- 
vices in  Davenport.  The  award  is  given  to  the 
person  who  best  contributes  in  a professional 
field  and  also  as  a private  citizen  to  the  better- 
ment of  family  life.  . . . Dr.  Gary  Van  Ert  has 
joined  Dr.  G.  W.  Richardson  in  family  practice 
in  Clarinda.  Dr.  Van  Ert  received  the  M.D. 
degree  at  the  University  of  Nebraska  School  of 
Medicine  and  completed  his  family  practice 
residency  at  Sioux  Valley  Hospital  in  Sioux 
Falls,  South  Dakota.  . . . Dr.  Mary  G.  Paulus 
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HAWKEYE 

MEDICAL  SUPPLY  INC. 


FOR  ALL  YOUR  MEDICAL  SUPPLY  & HOME  CONVALESCENT  NEEDS 


Wheel  Chairs 
Hospital  Beds 
All  Purpose 
Commode  Chairs 
Walkers  — Commodes 
Dressings 


Surgical  Pads 
Combine  Roles 
Under  Pads 
Adult  Plastic  Pants 
Oxygen  Supplies 
Student  Supplies 


Instruments 
Diagnostic  Equip. 
Lab  Supplies 
Equip.  For  Exam 
Rooms 

Crutches  — Canes 


Back  Rests 
Traction  Equip. 
Whirlpool  Baths 
Catheters 
Plastic 
Disposables 


SALES  — LEASING  — SERVICE  — REPAIRS 
"After  the  Sale  . . . it's  the  Service  that  Counts. " 


Call  FOR  INFORMATION:  Home  Office:  PH  319/337-3121 
Branch  Office:  PH  515/274-4015 


225  E.  Prentiss  St.  Iowa  City,  Iowa  52240 

5737  University  Avenue  Des  Moines,  Iowa  5031 1 


OTHER  STATES  IOWA  WATS 

1/800/553-6296  1/800/272-6448 
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recently  opened  a solo  practice  of  orthopedic 
surgery  in  Carroll.  Dr.  Paulus  received  the 
M.D.  degree  at  the  Medical  College  of  Pennsyl- 
vania in  Philadelphia,  and  served  her  in- 
ternship and  residency  at  Hahnemann  Medical 
College  and  Hospital  in  Philadelphia.  Prior  to 
locating  in  Carroll,  Dr.  Paulus  practiced  in 
Conroe,  Texas. 


DEATHS 

Dr.  Galen  C.  Boiler,  69,  Waterloo,  died  May  11 
at  his  home.  Dr.  Boiler  received  the  M.D.  de- 
gree at  the  U.  of  I.  College  of  Medicine  and 
interned  at  Grant  Hospital  in  Chicago.  Follow- 
ing military  service  in  World  War  II,  he  prac- 
ticed in  Calmar,  Iowa,  for  three  years.  In  1949, 
he  began  his  internal  medicine  residency  at 
Los  Angeles  County  Hospital  in  Los  Angeles, 
California  and  located  in  Waterloo  in  1951.  Dr. 
Boiler  was  a member  of  the  American  College 
of  Cardiology;  American  College  of  Internal 
Medicine;  and  American  Society  of  Railway 
Surgeons. 
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Doctor,  is  it  time  for  a change? 

• You’re  spending  too  much  time  on  paperwork. 

• You  want  to  live  in  Europe,  not  just  vacation  there  for  a couple  of  weeks. 

• You  want  to  get  involved  with  academic  medicine,  full-time. 

• You  want  to  subspecialize,  but  can’t  support  your  family  on  a fellow’s  stipend.  j 

It’s  time  for  a change. 

If  you  are  seriously  considering  changing  your  situation,  you  owe  it  to  yourself  to  consider 
the  Army  Medical  Department.  We  have  an  amazingly  wide  variety  of  practice  situations 
available  to  qualified  physicians.  Clinical  and  hospital-based  practices  in  small  towns,  cities, 
major  metropolitan  areas.  Sunbelt,  Snowbelt,  Europe,  Asia,  Panama.  Full-time  academic  ! 
positions.  Full-time  research  and  development  positions.  Fellowships  that  pay  like  practice 
positions. 

For  a confidential  evaluation  compensation  estimate,  and  vacancy  projection,  call 
(collect)  913-684-4898/4860  today.  Ask  for  Major  Story,  your  Army  Medical  Depart- 
ment Personnel  Counselor. 

(Inquiries  held  in  strict  confidence;  position  guaranteed  before  commitment.) 


1982  Annual  Meeting 

United  States  Section 
International  College  of  Surgeons 

“International 
Surgical  Frontiers” 

September  13-16,  1982 

Resorts  International  Hotel 
Atlantic  City,  New  Jersey 

For  Further  Information  Contact: 

Mrs.  Sally  Cox 
Coordinator  of 

Continuing  Medical  Education 
1516  North  Lake  Shore  Drive 
Chicago,  Illinois  60610 


ARMY.  BE  ALL  YOU  CAN  BE. 
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CLASSIFIED  ADVERTISING 


FAMILY  PHYSICIAN  WANTED  — to  join  three  Board  Certified 
Family  Physicians  in  a young  and  growing  medical  practice  in  Central 
Minnesota.  The  practice  is  oriented  toward  Family  Practice  Medicine 
and  located  centrally  in  the  state  with  quick  access  to  the  Minneapolis- 
St.  Paul  area.  Both  practices  are  a short  distance  from  the  St.  Cloud  area 
and  our  physicians  use  the  St.  Cloud  Hospital  for  hospitalization  of  their 
patients.  Cultural  and  recreational  activities  are  abundant  in  this  area  of 
Minnesota.  The  salary  and  fringe  benefits  are  open  and  negotiable.  If 
interested,  please  contact  Thomas  J.  Newton,  M.D.,  Medical  Director,  or 
contact  Daryl  G.  Mathews,  Administrator,  at  either  the  St.  Joseph  or 
Cold  Spring  Medical  Clinics,  26  North  Red  River  Avenue,  Cold  Spring, 
Minnesota  56320,  or  call  collect  612/685-8641  or  612/363-7765  in  St. 
Joseph,  Minnesota. 


CENTRAL  WISCONSIN  — 50-physician  multi-specialty  group  has 
openings  for  physicians  in  the  following  specialties  — Otolaryngology, 
OB/GYN,  Cardiology,  Neuroradiologist  and  General  Surgery  with  a 
fellowship  training  in  Peripheral  Vascular  Surgery.  Competitive  first 
year  salary,  incentive  plan  thereafter.  Comprehensive  fringe  benefits. 
New  facility  near  new  hospital.  Located  in  beautiful,  quiet,  central 
Wisconsin  metropolitan  area  of  65,000.  Recreational  opportunities  abun- 
dant. For  more  information  contact  K.  L.  Day,  M.D.,  Wausau  Medical 
Center,  S.C.,  2727  Plaza  Drive,  Wausau,  Wisconsin  54401  or  call  collect 
715/847-3351. 


FOR  SALE  — Doro  phone  answering  and  central  dictating  unit  — 
regular  and  mini  cassette.  In  good  working  condition.  $400.  For  further 
information,  call  319/277-6302. 


INTERNAL  MEDICINE  SPECIALIST  NEEDED  — We  are  interested 
in  adding  a second  internist  to  our  physician  staff.  We  believe  our 
opportunity  to  be  very  unique  and  challenging  to  a new  internal  medi- 
cine specialist.  Internal  medicine  in  Muscatine  is  a pleasant  and  stimu- 
lating blend  of  primary  care  and  referral  work.  Our  group  practice  offers 
continued  contact  with  the  University  of  Iowa  through  the  Internal 
Medicine  Department.  Our  physician  staff  consists  entirely  of  young, 
progressive,  primary  care  professionals  who  are  primarily  interested  in 
providing  innovative,  high  quality  health  care  to  the  community  and 
surrounding  referral  area.  Contact  Michael  Sundall,  Clinic  Administra- 
tor, Muscatine  Health  Center,  Inc.,  1514  Mulberry  Avenue,  Muscatine, 
Iowa  52761.  319/264-3258. 


FAMILY  PRACTICE  PHYSICIAN/OR  PRIMARY  CARE  ORIENTED 
INTERNIST  — To  join  2 family  practice  physicians  and  a board  certified 
surgeon  in  a group  practice.  Located  in  a community  of  2,500  in  south- 
west Minnesota.  This  medical  clinic  is  supported  by  a modern  30-bed 
acute  care  hospital  and  138-bed  skilled  long  term  care  facility.  Guaran- 
teed first  year  income,  will  pay  travel  expenses  for  interview.  Interested 
physicians  send  curriculum  vitae  to  William  Wilson,  Administrator, 
Springfield  Community  Hospital,  P.  O.  Box  146,  Springfield,  Minnesota 
56087  or  call  Collect  507/723-4215  for  more  information. 


WOULD  YOU  SELL  YOUR  PRACTICE  FOR  A YEAR'S  SALARY  OR 
MORE?  Physicians  with  an  established  practice  in  key  areas  can  receive 
excellent  returns  if  they  decide  to  sell  their  practice.  For  more  informa- 
tion, call  FirstCare,  Inc.  816/587-1850. 


PRACTICE  OPPORTUNITIES  — Health  Resources  has  long-term 
career  opportunities  and  short-term  locum  tenens  positions  available. 
Please  send  CV  in  confidence  to:  Dr.  Ron  Hammerle,  Health  Resources, 
Ltd.,  River  Road  Professional  Bldg.,  Box  12220,  Kansas  City,  Missouri 
64152.  816/587-0920. 


FIFTY-PHYSICIAN  MULTI-SPECIALTY  CLINIC  — in  west  central 
Wisconsin  wants  cardiologist  (non-invasive),  neonatologist,  neurolo- 
gist, neurosurgeon,  orthopedic  surgeon,  and  otolaryngologist.  Excellent 
cultural,  educational,  and  recreational  facilities.  90  miles  from  Min- 
neapolis. Please  contact  James  R.  Jepson,  Administrator,  Midelfort  Clin- 
ic, Ltd.,  733  West  Clairemont  Avenue,  Eau  Claire,  Wisconsin  54702  or 
call  715/839-5266. 


FAMILY  PRACTICE  PHYSICIAN  NEEDED  — Three  physician  fami- 
ly practice  group,  board  certified,  needs  board  certified  family  practice 
physician  to  join  a well  established  family  practice.  For  further  informa- 
tion contact  R.  C.  Larson,  M.D.,  Beaverdale  Clinic,  2912  Beaver  Avenue, 
Des  Moines,  Iowa  50310.  515/255-3106. 


DOCTORS  NEEDED  — In  Wisconsin,  Minnesota,  and  Iowa,  all  spe- 
cialties, all  locations.  For  confidential  information,  mail  your  C.V.  to 
Medicus,  1525  Wisconsin  Avenue,  Grafton,  Wisconsin  53024. 


UROLOGIST  AND  OPHTHALMOLOGIST  OPENING  — Medical 
building  offers  choice  of  solo  practice  or  joining  group.  Excellent  referral 
base,  located  next  door  to  county  hospital.  Can  arrange  either  solo  needs, 
salary  or  incentive  in  same  facility.  4-year  college,  new  large  industry, 
3,000  acre  lake.  Contact  D.  Pritchard,  Buena  Vista  Clinic,  P.C.,  Box  742, 
Storm  Lake,  Iowa  50588.  712/732-5030. 


WANTED  — FAMILY  PHYSICIAN  — to  staff  established  satellite 
office  in  association  with  3-member  family  physician  group.  Guaranteed 
salary  plus  percentage  of  gross.  No  investment.  Excellent  fringe  ben- 
efits. Located  in  scenic  recreational  area  of  northeast  Iowa.  Contact  Bill 
R.  Withers,  M.D.,  Waukon  Medical  Associates,  Inc.,  P.C.,  Waukon, 
Iowa  52172.  Phone  319/568-3449  or  319/568-3844. 


FOR  SALE  — Used  office  equipment  — 4 exam  tables,  2 treatment 
tables,  4 desks,  desk  chairs,  2 diathermy  machines,  matched  set — desk, 
filing  cabinet,  credenza,  stools,  exam  lights,  utility  carts,  desk  accesso- 
ries, card  files,  small  instruments,  etc.  Best  offer.  Contact  the  Family 
Care  Center,  1109  Highland  Avenue,  Red  Oak,  Iowa  51566.  712/623-5171. 


ASSOCIATE  WANTED  IN  OHIO  — ABAI  Certified,  68-year-old, 
with  tremendous  practice  in  large  city  plus  three  medical  school  affilia- 
tions, and  Director  of  Hospital  Allergy  Clinic,  seeks  associate  for  part- 
nership, etc.  Must  be  ABAI  Certified  or  eligible.  Send  curriculum  vitae 
and  other  pertinent  information  to  No.  1543,  JOURNAL  OF  THE  IOWA 
MEDICAL  SOCIETY,  1001  Grand  Avenue,  West  Des  Moines,  Iowa 
50265. 


THANKS  TO  OUR  ADVERTISERS 
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PHYSICIANS’  DIRECTORY 


ALLERGY 


RICHARD  L.  COOLEY,  M.D. 
PARK  CLINIC 
MASON  CITY 
515/421-5677 


CARDIOLOGY 


CARDIOLOGY  CONSULTANTS,  P C. 

A.  L.  CHUGHTAI,  M.D.,  F.A.C.C. 

M.  L.  KWATRA,  M.D. 

1028  FOURTH  STREET 
DES  MOINES  50314 
515/244-1352 

PRACTICE  LIMITED  TO 
CARDIOVASCULAR  DISEASES  — ALL 
INVASIVE  AND  NONINVASIVE 
PROCEDURES 


DERMATOLOGY 


ROBERT  J.  BARRY,  M.D. 

1030  FIFTH  AVE.,  S.E. 

CEDAR  RAPIDS  52403 
319/366-7541 

PRACTICE  LIMITED  TO  DISEASES, 
CANCER  AND  SURGERY  OF  SKIN 

ROGER  I.  CEILLEY,  M.D. 

J.  WILLIAM  HOLTZE,  M.D. 

1212  PLEASANT,  SUITE  402 
DES  MOINES  50309 
515/244-0136 

DERMATOLOGY,  DERMATOLOGIC 
SURGERY  AND  MOHS' 
CHEMOSURGERY  FOR  SKIN  CANCER 

RANDALL  R.  MAHARRY,  M.D. 

1212  PLEASANT,  SUITE  406 
DES  MOINES  50309 
515/243-86766 

ROBERT  R.  SCHULZE,  M.D. 

3836  BEAVER 
DES  MOINES  50310 
515/277-6377 

DERMATOLOGY  AND  DERMATOLOGIC 
SURGERY 

S.  D.  MARTY,  M.D. 

P.  M.  SCHAP,  M.D. 

PARK  CLINIC 
MASON  CITY 
515/421-5620 


DERMATOPATHOLOGY 


ASSOCIATED  PATHOLOGISTS,  P.C. 
KINGSLEY  B.  GRANT,  M.D. 

DERMATOPATHOLOGY 

ROGER  C.  UNDO,  M.D. 

J.  MARTIN  JOHNSON,  M.D. 

1026  A.  AVENUE,  N.E. 

CEDAR  RAPIDS  52402 
319/369-7002 
ANATOMIC  AND  CLINICAL 
PATHOLOGY 


ELECTRODIAGNOSIS 


BURTON  STONE,  M.D. 

BURLINGTON  MEDICAL  CENTER 
2910  MADISON  AVENUE 
BURLINGTON  52601 
319/754-7841 

ELECTROMYOGRAPHY  & NERVE 
CONDUCTION  VELOCITY  STUDIES, 
PHYSICAL  MEDICINE  & 
REHABILITATION,  KLEIN 
REHABILITATION  UNIT 


GASTROENTEROLOGY 


DIAGNOSTIC  GASTROENTEROLOGY 
ASSOCIATES,  P.C. 

Y.  PRUSAK,  M.D. 

HARVEY  GILLER,  D.O. 

JEFFREY  STAHL,  M.D. 

943  19TH 
DES  MOINES  50311 
515/288-6097 
PRACTICE  LIMITED  TO 
GASTROENTEROLOGY  AND 
GASTROINTESTINAL  ENDOSCOPY 

JAMES  P.  GOULD,  M.D. 

COLONY  PARK  BLDG. 

37TH  AND  WOODLAND 
WEST  DES  MOINES  50265 
515/225-3122 
PRACTICE  LIMITED  TO 
GASTROENTEROLOGY 


GYNECOLOGY-ONCOLOGY 


FARSHAD  AGAHI,  M.D. 
PARK  CLINIC 
MASON  CITY 
515/421-5625 


HEMATOLOGY-ONCOLOGY 


JASJEET  SANGHA,  M.D. 

3118  BROCKWAY  ROAD 
WATERLOO  50701 
319/235-7774 

PRACTICE  LIMITED  TO  HEMATOLOGY 
AND  MEDICAL  ONCOLOGY 


INTERNAL  MEDICINE 


RALPH  R.  PRAY,  M.D.,  F.A.C.P. 

1221  CENTER  STREET,  SUITE  15 
DES  MOINES  50309 
515/282-8343 

CHEST,  INFECTIOUS 
DISEASES  & INTERNAL 
MEDICINE  ASSOCIATES,  P.C. 

ROGER  T.  LIU,  M.D. 

INTERNAL  MEDICINE  & PULMONARY 
DISEASES 

DANIEL  H.  GERVICH,  M.D. 


INTERNAL  MEDICINE  & INFECTIOUS 
DISEASES 

1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


PULMONARY  MEDICINE 


PULMONARY  MEDICINE,  P.C. 
STEVEN  K.  ZORN,  M.D. 
GREGORY  HICKLIN,  M.D. 
4060  WESTOWN  PKWY. 
WEST  DES  MOINES  50265 
515/225-8452 


LEGAL  SERVICES 


MARK  D.  RAVREBY,  M.D.,  J.D. 
1001  OFFICE  PARK  RD. 

WEST  DES  MOINES  50265 
515/225-2979 


NEONATOLOGY 


S.  SAHU,  M.D.,  F.A.A.P. 
NEWBORN  SPECIALIST,  P.C. 
MERCY  MEDICAL 
PLAZA,  SUITE  304 
DES  MOINES  50314 
24  HOUR  515/244-0377 


NEUROLOGY 


ALFREDO  D.  SOCARRAS,  M.D. 

421  LAUREL,  SUITE  408 
DES  MOINES  50314 
515/283-0605 

NEUROLOGY  & ELECTROMYOGRAPHY 

NEUROLOGICAL  ASSOCIATES  OF 
DES  MOINES,  P.C. 

MICHAEL  J.  STEIN,  D.O.,  JOSEPH  M.  DORO, 
D.O.,  DAVID  L.  FRIEDGOOD,  D.O. 

1440  EAST  GRAND  AVENUE,  SUITE  2-C 
DES  MOINES  50316 
515/262-3156 

NEUROLOGY,  ELECTROMYOGRAPHY, 
ELECTROENCEPHALOGRAPHY 


NEUROSURGERY 


NEURO-ASSOCIATES,  P.C. 

JOHN  T.  BAKODY,  M.D.,  ROBERT  C.  JONES, 
M.D.,  STUART  R.  WINSTON,  M.D. 

1034  FOURTH 
DES  MOINES  50314 
515/283-2217 
PRACTICE  LIMITED  TO 
NEUROSURGERY 

JAMES  R.  LAMORGESE,  M.D. 

411  10TH  STREET  S.E. 

CEDAR  RAPIDS  52403 
319/366-0481 

PRACTICE  LIMITED  TO 
NEUROSURGERY 

HOSUNG  CHUNG,  M.D. 

3324  KIMBALL  AVENUE 
WATERLOO  50702 
319/232-8756 

PRACTICE  LIMITED  TO 
NEUROSURGERY 
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FRANK  M.  HUDSON,  M.D. 

1221  CENTER 
DES  MOINES  50309 
515/244-3174 

PRACTICE  LIMITED  TO 
NEUROSURGERY 

EUGENE  E.  HERZBERGER,  M.D. 
MERCY  DRIVE 
DUBUQUE  52001 
319/557-1550 

PRACTICE  LIMITED  TO 
NEUROSURGERY 


OPHTHALMOLOGY 


WOLFE  CLINIC,  P.C. 

OTIS  D.  WOLFE,  M.D.,  RUSSELL  H.  WATT,  M.D., 
JOHN  M.  GRAETHER,  M.D.,  RUSSELL  R. 
WIDNER,  M.D.,  GILBERT  W.  HARRIS.  M.D.. 
JAMES  A.  DAVISON,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1565 

OPHTHALMIC  ASSOCIATES,  P.C. 

ARTHUR  C.  WISE,  M.D.,  ROBERT  D.  WHINERY, 
M.D.,  STEPHEN  H.  WOLKEN,  M.D. 

2409  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3623 


NORTH  IOWA  EYE  CLINIC,  P.C. 

HARRY  W.  ALCORN,  M.D.,  ADDISON  W. 
BROWN,  JR.,  M.D.,  M.  L.  LONG,  M.D. 
1307  6TH  STREET,  S.W. 

MASON  CITY  50401 
515/423-8861 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA,  M.D.,  JAMES  W.  WHITE, 
M.D.,  GERALD  J.  COLLINS,  M.D.,  JAMES  E. 
SPODEN,  M.D. 

1370  DODGE 
DUBUQUE  52001 
319/588-0506 


IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 
ROBERT  T.  BROWN,  M.D.,  ROBERT  G.  SMITS, 
M.D.,  EUGENE  PETERSON,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 


OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

939  OFFICE  PARK  RD„  SUITE  121 
WEST  DES  MOINES  50265 
515/225-8665 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

THOMAS  OKNER,  M.D. 

PHILIP  SCHEINBERG,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 

EAR,  NOSE  AND  THROAT  SURGERY, 
HEAD  AND  NECK  SURGERY,  FACIAL 
PLASTIC  SURGERY 


PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1223  CENTER  SUITE  19 
DES  MOINES  50309 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


ORTHOPEDICS 


STEINDLER  ORTHOPEDIC  CLINIC 
WEBSTER  B.  GELMAN,  M.D.,  GERALD  W.  HOWE, 
M.D.,  JAMES  J.  PUHL,  M.D.,  EDWARD  A. 
DYKSTRA,  M.D.,  MICHAEL  M.  DURKEE.  M.D. 
2403  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3606 


PATHOLOGY 


CLINICAL  PATHOLOGY  LABORATORY 
C.  H.  DENSER,  JR.,  M.D.,  M.  A.  MESERVEY, 
M.D.,  A.  R.  PRADHAN,  M.D. 

1073  FIFTH 

DES  MOINES  50314 

515/283-1578 

Iowa  IN-WATS  800/362-5290 

SURGICAL  PATHOLOGY,  CLINICAL 
PATHOLOGY  INCLUDING 
HEMATOLOGY,  CLINICAL  CHEMISTRY 
AND  BACTERIOLOGY  — EXFOLIATIVE 
CYTOLOGY  — RADIOISOTOPES 

PATHOLOGY  ASSOCIATES,  P.C. 

ORLYN  ENGELSTAD,  M.D., 

HARRY  J.  KASSIS,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 
MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY. 


CLINICAL  LABORATORIES 

D.  W.  POWERS,  M.D.,  L.  C.  PANG,  M.D., 

C.  P.  GRYTE,  M.D. 

P.O.  BOX  1683 
AMES  50010 
515/233-2316 

CONSULTATION  IN  LABORATORY 
MEDICINE  AND  PATHOLOGY 


PSYCHIATRY 


J.  C.  N.  BROWN,  M.D. 
2416  TOWNCREST  DR. 
IOWA  CITY  52240 
319/338-7941 


SATTERFIELD  PSYCHIATRIC  ASSOCIATES,  P.C. 
2928  HAMILTON  BLVD. 

SIOUX  CITY  51104 

712/277-2379 

800/352-4962 

PSYCHIATRIC  THERAPY  — ALL  AGES 

RICHARD  E.  PRESTON,  M.D. 

1221  CENTER  SUITE  8 
DES  MOINES  50309 
515/283-1221 

PRACTICE  LIMITED  TO  PSYCHIATRY  & 
NEUROLOGY 


CEDAR  CENTRE  PSYCHIATRIC  GROUP 
R.  PAUL  PENNINGROTH,  M.D.,  ROBERT  W. 
SHULTICE,  M.D.,  HUNTER  H.  COMLY,  M.D. 
CEDAR  RIVER  TOWER,  SUITE  133 
CEDAR  RAPIDS  52401 
319/365-3993 

ADULT  AND  CHILD  PSYCHIATRY 


JEAN  ARNOLD,  M.D.,  F.A.P.A. 
412  TENTH  AVENUE,  BOX  5036 
CORALVILLE  52241 
319/351-4196 

THERAPY— ALL  AGES 
COUPLE  COUNSELING 


ASSOCIATES  FOR  PSYCHIATRY  P.C. 

WM.  J.  MOERSHEL,  M.D.;  CHAS.  G.  WELLSO, 
M.D.;  EDICK  HARTUNIAN,  M.D.;  S.  ORTEGA, 
M.D.;  FRANCIS  A.  VASQUEZ,  M.D. 

717  A AVENUE,  N.E. 

CEDAR  RAPIDS  52402 
319/364-0116 

Telephone  answered  day  or  night 

ADULT  AND  CHILD  PSYCHIATRY 
MARRIAGE  AND  FAMILY  COUNSELING 
PSYCHOLOGICAL  TESTING 


SURGERY 


A.  B.  GRUNDBERG,  M.D. 

1515  LINDEN 

DES  MOINES  50309 

515/288-5759 

ORTHOPAEDIC  SURGERY,  SURGERY  OF 
THE  HAND 

N.  K.  PANDEYA,  D.O.,  P.C. 

1440  E.  GRAND,  SUITE  2B 
DES  MOINES  50316 
515/265-4251 

PLASTIC  SURGERY,  RECONSTRUCTIVE 
SURGERY  AND  HAND  SURGERY 

PLASTIC  SURGERY  INSTITUTE,  P.C. 

JAMES  0.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICRQVASCULAR  PLASTIC  SURGERY 

WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 
FACIAL  PLASTIC  AND 
RECONSTRUCTIVE  SURGERY 

SINESIO  MISOL,  M.D. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515/244-7272 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


UROLOGY 


A.  W.  WOODWARD,  M.D. 

31 16  BROCKWAY  RD. 
WATERLOO  50702 
319/236-3435 

PRACTICE  LIMITED  TO 
UROLOGY 
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In  The 

Public  Interest 


Perpetuating 
Medical  Care 


That  Iowa  medicine  is  duty  bound  to  per- 
petuate itself  is  usually  accepted  as  given. 
Interestingly,  we  have  seen  this  theme  under- 
scored in  several  ways  in  recent  weeks.  Three 
instances  are  noted  briefly  here. 

First  of  all,  we  call  reader  attention  to  the 
April  30  annual  meeting  of  the  board  of  direc- 
tors of  the  Iowa  Medical  Foundation.  As  most 
Iowa  physicians  know,  a major,  long-time  en- 
deavor of  the  Foundation  has  been  one  of  loan- 
ing money  to  medical  students.  In  the  30-year 
history  of  the  Foundation  almost  $1  million  has 
been  loaned  to  418  deserving  Iowans  attending 
medical  school.  And,  it  is  a tribute  to  these  loan 
recipients,  that  the  record  of  repayment  has 
been  exceptional,  allowing  the  money  to  flow 
out  again  to  other  students. 

The  real  importance  of  our  reference  to  the 
annual  meeting  of  the  Iowa  Medical  Founda- 
tion lies  in  the  action  of  the  board  to  allocate 
$120,000  in  loan  funds  for  the  1982-83  academic 
year.  This  increased  sum  recognizes  signifi- 
cantly diminished  student  aid  potential  from 
the  government  and  elsewhere.  This  $120,000 
budget  item  is  just  about  twice  as  much  as  the 
Foundation  has  loaned  in  each  of  the  past 
several  academic  years. 

Money  to  support  the  Foundation  student 
loans  and  other  of  its  projects  has  been  and  is 
given  voluntarily,  mostly  by  Iowa  physicians 
as  contributions  and  memorials.  It  is  a merito- 
rious program. 

Secondly,  in  our  identification  of  recent  ref- 
erences to  the  perpetuation  of  quality 
medical  care  in  Iowa,  on  May  2,  the  policy- 
making Iowa  Medical  Society  House  of  Dele- 
gates, consisting  of  physician  representatives 
from  across  the  state,  said  the  Society,  as  an 
instrument  of  the  profession,  should: 

• Remind  legislators  and  others  of  the  public  in- 
terest in  the  quality  of  medical  education  and  the 
training  of  the  physicians  of  the  future. 
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• Urge  the  Iowa  General  Assembly  to  adequately 
fund  and  support  the  University  of  Iowa  College  of 
Medicine. 

• Continue  to  seek  financial  resources  and  in- 
vestigate promising  private  sector  programs  that 
might  assist  medical  students  in  financial  need. 

Lastly,  in  our  references  to  recent  com- 
ments about  assuring  the  future  of  medi- 
cal care  in  Iowa,  on  May  14,  Dean  John  W. 
Eckstein,  M.D.,  had  some  salient  thoughts  for 
this  year's  U.  of  I.  medical  graduates. 

In  saluting  the  graduates,  their  families  and 
the  faculty  who  taught  them.  Dr.  Eckstein  com- 
pared the  new  physicians  with  those  who  pre- 
ceded them  100  or  more  years  ago.  In  doing  so. 
Dr.  Eckstein  described  the  panorama  of  prog- 
ress — occurred,  occurring  and  to  occur. 

But  importantly.  Dr.  Eckstein  dealt  with 
change  and  challenge: 

"The  changes  taking  place  around  us  now 
will  have  important  effects  on  medical  practice, 
and  it  is  vital  for  the  good  of  the  profession  and 
the  welfare  of  our  patients  that  you  consider 
these  matters  so  you  may  interpret  them  to 
policy-makers  and  others  in  the  communities 
in  which  you  will  study  and  practice.  You  will 
have  a responsibility  to  help  society  set  proper 
priorities  in  this  increasingly  complex  world 
where  individual  human  needs  are  in  serious 
competition  with  other  important  priorities. 
We  must  remember  that  biomedical  research 
and  good  health  care  are  vital  to  the  success  of 
almost  all  social  programs." 

Dr.  Eckstein  placed  before  his  listeners  the 
economic  challenges  facing  medical  education 
now  and  in  the  time  to  come.  And  in  comment- 
ing on  change  which  may  take  place  in  the 
future  patterns  of  medical  practice,  he 
summed  it  up  for  the  new  graduates  and  for  all 
in  the  medical  profession. 

"For  the  good  of  our  patients,  we  must  do  every- 
thing possible  to  maintain  the  quality  of  medical 
education  and  the  opportunities  for  science  to  ad- 
vance and  to  be  applied  in  medical  care." 
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THINGS  YOU  SHOULD  KNOW 


STATEWIDE  HMO  OPTION  An  August  meeting  is  scheduled  between  Blue  Cross/ 

~~ Blue  Shield  officials  and  the  IMS  Committee  on  Alter- 
nate Delivery  Services  to  discuss  BC/BS  ideas  with  respect  to  implementation  of  a state- 
wide health  maintenance  organization.  The  provision  of  expertise  by  the  Society  was  en- 
couraged by  the  1982  IMS  House  of  Delegates. 


STATE  BOOST  OF  32%  Blue  Cross  and  Blue  Shield  of  Iowa  announced  in  July 

’ ~ a 32%  jump  in  health  coverage  rates  for  some  28,000 

state  employees.  This  boost  could  run  to  nearly  $500  more  per  year  for  certain  Iowa  work- 
ers. State  Insurance  Commissioner  Bruce  Foudree  was  reported  to  be  spearheading  a review 
of  the  matter  to  see  if  reductions  are  possible.  The  state  employees  program  is  BC/BS ’ s 
largest. 


NAMED  TO  HEALTH  BOARD  Edward  H.  Scott,  M.D.,  Dubuque  ophthalmologist,  has 

' - - - been  appointed  to  a 3-year  term  on  the  State  Board  of 

Health.  Dr.  Scott  succeeds  Aaron  Randolph,  M.D.,  Anamosa,  who  is  completing  a second  term 
on  the  board. 


ADVANCED  NURSING  REGS  Further  proposed  regulations  covering  nurse  anesthe- 

tists,  family  nurse  practitioners,  pediatric  nurse 

practitioners  and  nurse  midwives  were  discussed  at  a July  meeting  of  IMS  representatives 
with  officials  of  the  Iowa  Board  of  Nursing. 


MENTAL  HEALTH  RULES  A spokesman  for  the  IMS  Committee  on  Psychiatric  Care 

raised  concerns  at  a July  public  hearing  of  the  stan- 
dards committee  of  the  State  Mental  Health/Mental  Retardation  Commission  over  proposed  rules 
covering  mental  health  centers.  Changes  were  encouraged  in  items  relating  to  medications, 
confidentiality  and  personnel  utilization. 

COMING  UP  IN  SEPTEMBER  Cesarean  sections  in  92  Iowa  hospitals  are  analyzed 

in  a shared  study  to  be  reported  in  the  September  is- 
sue of  the  IMS  JOURNAL.  This  report  is  the  fourth  in  a series  compiled  by  the  Iowa  Founda- 
tion for  Medical  Care  in  cooperation  with  the  U.  of  I.  College  of  Medicine  and  the  IMS.  A 
CME  quiz  worth  one  hour  of  Category  I credit  will  accompany  the  September  report. 

EMS  LEGISLATION  Identification  of  a physician  as  medical  director  was 

recommended  as  part  of  any  state  legislation  regulating 
ambulance  services  and  emergency  personnel  by  the  IMS  EMS  Committee  at  its  June  meeting.  Al- 
so cited  was  the  need  for  stipulating  properly  those  individuals  serving  as  resource  des- 
ignees, e.g.,  physician,  physician's  assistant,  registered  nurse  or  certified  paramedic. 


CANDIDATE  SUPPORT  ACTIVITY  Candidates  for  the  Iowa  General  Assembly  are  being  re- 

viewed by  IMPAC.  Nominees  to  receive  IMPAC  financial 
assistance  are  selected  by  its  board  with  various  additional  input.  Additional  physician 
contributions  to  IMPAC  are  welcomed. 

IMPAC  SMALL  STATE  MODEL  The  program  of  the  Iowa  Medical  Political  Action  Com- 

mittee (IMPAC)  was  described  at  a recent  2-day  Kansas 
City  regional  conference  of  the  American  Medical  Political  Action  Committee.  IMPAC  director 
Tim  Gibson  explained  how  the  Iowa  organization  works  in  the  election  process.  Iowa  was  noted 
as  a good  model  for  small -to-medium-sized  states. 

PA  CONFERENCE  Various  educational  topics  (from  dermatology  to  urol- 

ogy) were  covered  at  the  June  conference  of  the  Iowa 
Physician's  Assistant  Society.  Eight  Des  Moines-area  physicians  took  part  in  the  program. 
State  Health  Commissioner  Norman  Pawlewski  summarized  current  health  care  issues. 


An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


,,phih*sUi^t  U' 


Additional  information  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company. 
Indianapolis,  Indiana  46285 

Eli  Lilly  Industries.  Inc. 

Carolina,  Puerto  Rico  00630 


•Many  authorities  attribute  acute  infectious  exacerbation  of 
chronic  bronchitis  to  either  S.  pneumoniae  or  H.  influenzae 8 
Note;  Ceclor  is  contraindicated  in  patients  with  known  allergy  to 
the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients. 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever.  See  prescribing  information 
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percent  of  patients  and  include  morbilliform  eruptions  (1  in  100). 
Pruritus,  urticaria,  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients.  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and,  frequently,  fever)  have  been  reported. 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor*  (cefaclor).  Such  reactions  have  been  reported  more 
frequently  in  children  than  in  adults  Signs  and  symptoms  usually 
occur  a few  days  after  initiation  of  therapy  and  subside  within  a 
few  days  after  cessation  of  therapy  No  serious  sequelae  have 
been  reported.  Antihistamines  and  corticosteroids  appear  to 
enhance  resolution  of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy. 

Other  effects  considered  related  to  therapy  included  eosinophilia 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in 
100  patients). 

Causal  Relationship  Uncertain- Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician. 

Hepatic- Slight  elevations  in  SGOT,  SGPT,  or  alkaline 
phosphatase  values  (1  in  40). 

Hematopoietic -Imsienl  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40). 

Renal- Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200).  [10028IR] 


Contraindication:  Ceclor  is  contraindicated  in  patients  with 
known  allergy  to  the  cephalosporin  group  of  antibiotics. 

Warnings:  IN  PENICILLIN-SENSITIVE  PATIENTS,  CEPHALOSPORIN 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS, 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS,  INCLUDING  ANAPHYLAXIS,  TO  BOTH  DRUG  CLASSES 

Antibiotics,  including  Ceclor,  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs 

Precautions:  If  an  allergic  reaction  to  cefaclor  occurs,  the  drug 
should  be  discontinued,  and,  if  necessary,  the  patient  should  be 
treated  with  appropriate  agents,  e g.,  pressor  amines,  antihistamines, 
or  corticosteroids. 

Prolonged  use  of  cefaclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential.  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken. 

Positive  direct  Coombs  tests  have  been  reported  during 
treatment  with  the  cephalosporin  antibiotics.  In  hematologic 
studies  or  in  transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the  minor  side  or  in  Coomb 
testing  of  newborns  whose  mothers  have  received  cephalosporin 
antibiotics  before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  a condition,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 

As  a result  of  administration  of  Ceclor,  a false-positive  reaction 
for  glucose  in  the  urine  may  occur.  This  has  been  observed  with 
Benedict's  and  Fehling’s  solutions  and  also  with  Clinitest* 
tablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip, 
USP,  Lilly). 

Usage  in  Pregnancy-  Although  no  teratogenic  or  antifertility 
effects  were  seen  in  reproduction  studies  in  mice  and  rats  receiving 
up  to  12  times  the  maximum  human  dose  or  in  ferrets  given  three 
times  the  maximum  human  dose,  the  safety  of  this  drug  for  use  in 
human  pregnancy  has  not  been  established  The  benefits  of  the 
drug  in  pregnant  women  should  be  weighed  against  a possible 
risk  to  the  fetus. 

Usage  in  Infancy- Safety  of  this  product  for  use  in  infants 
less  than  one  month  of  age  has  not  been  established. 


Adverse  Reactions:  Adverse  effects  considered  related  to 
cefaclor  therapy  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2.5  percent  of 
patients  and  include  diarrhea  (1  in  70)  and  nausea  and  vomiting 
(1  in  90) 

As  with  other  broad-spectrum  antibiotics,  colitis,  including  rare 
instances  of  pseudomembranous  colitis,  has  been  reported  in 
conjunction  with  therapy  with  Ceclor. 

Hypersensitivity  reactions  have  been  reported  in  about  1 .5 


Some  ampicillln-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.16 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


Pulvules®,  250  and  500  mg 


Cefaclor 


Brief  Summary. 

Consult  the  package  literature  for  prescribing  Information. 
Indications  and  Usage:  Ceclor*  (cefaclor,  Lilly)  is  indicated  in 
the  treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae). 
Haemophilus  influenzae,  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor 
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QUESTIONS 

-ANSWERS 

R.  MELVIN  HENDERSON,  Ph.D. 
Indianola,  Iowa 


HEALTH  CARE  COSTS 


The  work  of  the  Governor's  Commission  on 
Health  Care  Costs  is  near  completion.  The  outcome 
is  highlighted  here  from  the  perspective  of  the  Com- 
mission chairman.  Dr.  Henderson  is  Vice  President 
and  Dean  of  Academic  Affairs  at  Simpson  College. 


The  Governor's  Commission  has  occupied  a 
good  portion  of  your  time  the  past  year  or  so. 
Are  there  2 or  3 really  distinctive  items  relat- 
ing to  Iowa  health  care  delivery  (good  or  bad) 
that  have  jumped  prominently  into  your 
mind? 

Iowa  health  care  delivery  is  good,  pro- 
gressing, and  accessible.  Concerns  for  con- 
tinued quality  health  care  are  generally 
shared  across  the  manifold  populations  of 
Iowa.  The  medical  community  is  also  quite  in- 
terested in  managing  health  care  costs.  Most  of 
us,  when  functioning  as  consumers,  have  de- 
veloped a definition  of  quality  which  includes 
preferences  for  privacy,  comfort,  conve- 
niences, and  the  latest  developed  technology. 
Further,  we  have  come  to  believe  that  we  truly 
deserve  such  prerequisites. 

The  work  of  the  Commission  is  nearing  com- 
pletion. Is  the  concluding  report  achieving 
your  original  expectations? 

Governor  Robert  D.  Ray,  when  appointing 
the  eleven-member  Commission  on  Health 
Care  Costs  in  April,  1981,  charged  the  Com- 


mission "...  to  develop  a series  of  specific 
recommendations  for  improving  the  efficiency 
and  effectiveness  of  Iowa's  health  care  ser- 
vices delivery  system  while  maintaining  an 
acceptable  quality  of  care,  and  also  to  pursue 
actively  those  coordinative  strategies  required 
for  implementation  of  the  Commission's  rec- 
ommendations." The  report  contains  princi- 
ples, corollaries,  and  specific  recommenda- 
tions which  address  both  short-range  and 
long-range  escalating  health  care  costs.  The 
Commission  has  developed  a report  which  can 
be  significant  for  Iowans  as  the  recommenda- 
tions are  implemented.  Yes,  our  original  ex- 
pectations have  been  largely  met. 

Space  prevents  full  listing  of  the  Commission 
recommendations.  Could  you  summarize  the 
basic  thrust  of  them  in  a few  sentences? 

The  Commission  (1)  endorses  an  increased 
emphasis  on  market  incentives  and  recognizes 
the  need  for  enabling  government  legislation; 
(2)  calls  for  legislative  changes  to  allow,  en- 
courage and  reward  the  creation  of  both  hori- 
zontally and  vertically  integrated  delivery 
systems;  (3)  recognizes  the  need  for  better  in- 
formation systems;  (4)  recognizes  that  hospital 
payment  methods  should  not  preclude  needed 
flexibility  for  operational  efficiency;  (5)  empha- 
sizes the  importance  of  controlling  utilization 
of  services;  (6)  and  urges  implementation  of 
the  recommendations  by  extant  organizations 
committed  to  the  inclusion  of  health  care  costs 
management  as  one  of  the  major  objectives  of 
the  industry. 

Based  on  your  involvement  in  this  project, 
what  suggestions  might  you  have  to  help  Iowa 
physicians  in  their  future  provision  of  medi- 
cal care? 

Iowa  physicians  will  need  to  continue  their 
emphasis  upon  the  delivery  of  quality  health 
care,  accessible  to  Iowans,  and  affordable  by 
Iowans;  provide  options  for  their  patients 
(e.g.,  inquiry  into  the  outpatient  care  of  their 
patients,  making  suggestions  to  providers, 
employers,  and  insurers  about  options  of 
health  care  for  employees/consumers;  foster 
discussion  and  action  to  overcome  lag  between 
inpatient  and  outpatient  services,  etc.);  and  in 

(Please  turn  to  page  327) 
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Outpatient  surgery 
programs  do 
reduce  inpatient 
hospital  days  and 
have  the  potential 
to  significantly 
impact  health  care 
costs  in  Iowa. 


Blue  Cross  and  Blue  Shield 
of  Iowa  support  outpatient 
programs  when  medically 
appropriate  as  a means  to 
reduce  the  cost  of  health  care 
in  our  state. 

And  recent  data  show 
trends  toward  more  out- 
patient surgery  in  Iowa.  In 
fact,  many  of  the  medical  and 
surgical  procedures  suggest- 
ed by  the  Iowa  Foundation  for 
Medical  Care  (IFMC)  as 


appropriate  for  an  outpatient 
setting  were  performed  on  an 
outpatient  basis  last  year. 

We  are  encouraged  that 
more  physicians  and  their 
patients  are  realizing  the 
benefits  of  outpatient 
surgery. 

We  all  need  to  work  to 
maintain  a qualitative, 
affordable  health  care 
delivery  system. 


Blue  Cross 
Blue  Shield 

of  Iowa 
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Virus-Like  Intranuclear  Particles 
In  Bronchiolar-Alveolar  Cell 
Carcinoma 


KYUNG-WHAN  MIN,  M.D.,  and 
JOSEPH  SONG,  M.D. 

Des  Moines,  Iowa 


The  evidence  of  viral  involvement  in  the 
pathogenesis  of  Jaagsiete  or  epidemic 
sheep  pulmonary  adenomatosis,1  and  the  his- 
topathologic similarity  between  this  disease  in 
sheep  and  bronchiolar-alveolar  cell  carcinomas 
in  humans,  provides  strong  support  for  the 
concept  of  viral  pathogenesis  of  these  tumors. 
Thus,  considerable  research  effort  has  been  fo- 
cused on  the  isolation  and  detection  of  virus 
from  patients  with  these  tumors  through  the 
use  of  tissue  culture  techniques  and  electron 
microscopy.  The  former  has  been  unfruitful; 
however,  the  latter  has  produced  encouraging 
results. 

Intranuclear  tubular  inclusions  similar  to 
nucleocapsids  of  paramyxoviruses  were  first 
reported  by  Coalson  et  al.  in  1970, 2 and  by 
others3,  4 in  patients  with  bronchiolar-alveolar 
cell  carcinomas.  These  inclusions  did  bear  su- 
perficial resemblances  to  viral  nucleocapsids  of 


The  authors  are  associated  with  the  Department  of  Pathology  at  the 
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A case  of  bronchiolar-alveolar  cell  carcinoma  is  de- 
scribed in  which  ultrastructural  studies  revealed  papova 
virus-like  intranuclear  particles.  Their  nature  and  signifi- 
cance are  unknown,  but  further  study  is  suggested  of  the 
well-known  oncogenicity  of  papova  group  viruses. 


paramyxoviruses  and  were  assumed  to  be  viral 
structures.  However,  there  has  been  no  subse- 
quent evidence  to  support  this  assumption. 
Attempts  to  isolate  a virus  from  the  tumor  tis- 
sue have  been  futile.  Furthermore,  identical 
intranuclear  inclusions  have  been  reported  in 
alveolar  epithelial  cells  of  patients  with  benign 
fibrosing  lung  disease,3'  5'  6 hypertrophic  car- 
diac muscle  cells/  and  endometrial  epithelial 
cells,9  suggesting  that  they  are  not  viral  in  na- 
ture. Ultrastructural  studies  by  the  authors5 
and  others  demonstrated  a close  relationship 
of  the  inner  nuclear  envelope  to  the  formation 
of  these  intranuclear  inclusions,  and  it  is  now 
widely  believed  that  they  are  not  viral,  but 
rather  represent  a peculiar  reactive  change  of 
the  inner  nuclear  envelope  due  to  yet  un- 
known stimuli. 

In  a series  of  ultrastructural  studies  of  pul- 
monary carcinomas,  the  authors  encountered 
a case  of  bronchiolar-alveolar  cell  carcinoma  in 
which  hitherto  undescribed  virus-like  intra- 
nuclear particles  were  found  in  the  tumor  cell 
nuclei.  The  findings  are  reported  in  this  paper. 
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Figure  1 . A photomicrograph  showing  mucin-producing  columnar 
cells  lining  the  alveolar  septa  typical  of  bronchiolar-alveolar  cell 
carcinoma.  Hematoxylin-eosin  X150. 


Figure  2.  An  electron  micrograph  of  a bronchiolar-alveolar 
carcinomatous  cell  containing  a cluster  of  virus-like  particles  (arrow) 
in  the  nuclei.  They  resembled  papova  virus  found  in  human  laryngeal 
papillomas  (inset).  X 1500  inset  X 95,000. 


CASE  REPORT 

A 62-year-old  female  was  admitted  to  Mercy 
Hospital  Medical  Center  with  an  ill-defined 
mass  in  the  apex  of  the  right  lung,  found  on 
routine  chest  X-ray.  She  admitted  to  coughing 
the  past  several  months  and  acknowledged 
past  problems  with  bronchitis.  She  had  a his- 
tory of  50-pack  years  of  smoking.  She  had  been 
treated  for  hypertension  for  the  last  30  years 
with  Aldomet  and  Diazide.  The  family  history 
was  not  contributory. 

Physical  examination  on  admission  revealed 
a well-developed  and  well-nourished  female  in 
no  acute  distress.  No  contributory  findings 
were  noted.  Laboratory  data  included  CBC, 
urinalysis  and  SMA-12.  X-ray  examination  of 
the  chest  revealed  an  ill-defined  density  in  the 
right  apical  area.  Under  general  anesthesia,  a 


right  upper  lobectomy  was  carried  out.  Post- 
operatively,  the  patient  did  well  and  no  evi- 
dence of  recurrence  was  noted  one  year  after 
surgery. 

PATHOLOGY 

There  was  a diffuse  area  of  pneumonic  con- 
solidation throughout  the  major  portion  of  the 
resected  right  upper  lobe  of  the  lung.  On  cut 
sectioning,  the  surface  exhibited  an  appear- 
ance of  gray  hepatization.  Microscopically,  the 
consolidation  was  due  to  marked  proliferation 
of  columnar  cells  along  the  existing  alveolar 
septa  (Figure  1).  The  columnar  cells  had  slight- 
ly atypical  hyperchromatic  nuclei  and  pro- 
duced a profuse  amount  of  mucin  which  filled 
the  air  spaces.  Occasional  alveolar  septa  were 
thickened  diffusely  and  contained  a moderate 
amount  of  lymphocytes.  There  was  no  evi- 
dence of  metastasis  in  the  peribronchial  lymph 
nodes. 

For  electron  microscopy,  a small  portion  of 
fresh  tumor  tissue  was  fixed  in  2.5%  buffered 
glutaraldehyde  and  post-fixed  with  osmium 
tetroxide. 

The  tumor  cells  were  columnar  in  shape, 
resting  on  a fairly  well-defined  basal  lamina. 
The  nuclei  were  pleomorphic,  having  frequent 
deep  invaginations  of  nuclear  envelopes.  The 
invaginations  contained  portions  of  cytoplasm 
and  its  organelles,  some  of  which  appeared  as 
stacks  of  tubuloreticular  membranous  profiles. 
In  addition,  in  a small  number  of  tumor  cells, 
there  were  aggregates  of  electron-dense  round 
particles  measuring  from  43  to  53  nm  in  di- 
ameter. The  particles  appeared  as  electron 
dense  with  smooth  margins  (Figure  2).  No 
similar  particles  were  observed  in  the  cyto- 
plasm. Other  ultrastructural  features  were 
similar  to  those  previously  reported,  including 
moderately  prominent  mitochondria,  profiles 
of  rough-surfaced  endoplasmic  reticulum,  fre- 
quent Golgi  apparatus  associated  vesicles, 
occasional  cytoplasmic  inclusions  with  myelin 
figures,  tonofilaments  with  or  without  desmo- 
somes,  and  occasional  glycogen  particles. 

COMMENT 

The  nature  of  the  intranuclear  particles  re- 
ported here  is  not  known.  Their  general  con- 
figuration and  uniform  size  suggest  they  may 
be  viral  in  origin.  However,  a possibility  of 
their  being  perichromatin  particles  should  be 
considered.  There  was  a contrasting  difference 


320  / Journal  of  Iowa  Medical  Society 


from  the  usual  perichromatin  granules  which 
varies  markedly  in  size  and  contour.  Fur- 
thermore, there  is  a morphologic  similarity 
to  papova  virus  found  in  human  laryngeal 
papillomas.10 

Although  the  true  nature  and  significance  of 
these  particles  remain  unknown,  this  observa- 
tion may  indicate  that  future  studies  should 


ABOUT  IOWA  CITY  VA  CENTER 


In  the  Directory  of  Clinical  Services  at  the  Uni- 
versity of  Iowa,  which  was  published  in  the 
April  issue  of  the  journal,  some  information 
on  the  Iowa  City  Veterans  Administration 
Medical  Center  was  omitted  because  of  space 
limitations. 

As  was  noted  in  the  directory,  the  VA 
Medical  Center  is  closely  affiliated  with  each  of 
the  University's  health  science  colleges  and 
provides  short-term  acute  care  primarily  for 
general  medical,  surgical,  and  psychiatric  pa- 


include papova  virus  as  a candidate  in  the 
establishment  of  viral  pathogenesis  of  bron- 
chiolar-alveolar  cell  carcinomas,  in  view  of 
well-known  oncogenicity  of  papova  group 
viruses.11 
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tients.  This  327-bed  tertiary  care  center  consists 
of  125  medical,  138  surgical,  18  neurological, 
and  46  psychiatric  beds.  Through  its  strong 
affiliation  with  the  U.  of  I.,  the  medical  re- 
sources within  the  complex  are  shared. 

A number  of  U.  of  I.  Health  Center  facilities 
are  based  at  the  VA  Medical  Center,  including 
laboratories  for  the  transplantation  program, 
highly  specialized  laboratories  in  nuclear 
medicine,  and  special  units  for  the  study  of 
metabolic  and  gastrointestinal  diseases.  The 
VA  Medical  Center  offers  special  training 
opportunities  in  clinical  pharmacology,  gas- 
troenterology, cardiology,  nephrology  and  ap- 
plied immunology. 
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The  Abnormally  'Normal' 
UGI  Series 


JAMES  A.  PETERSON,  Jr.,  M.D. 
Clinton,  Iowa 


Contrast  radiographic  studies  have  been 
invaluable  in  the  diagnosis  of  many  dis- 
eases, but  they  are  not  infallible.  This  is  espe- 
cially true  when  attempts  are  made  to  extract 
more  information  than  technology  will  allow. 
An  upper  gastrointestinal  series  that  reveals  an 
ulcer  or  a tumor  speaks  for  itself,  but  a “nor- 
mal" UGI  series,  accepted  without  question, 
may  actually  be  misleading.  When  such  a re- 
sult is  obtained  in  a patient  with  symptoms 
suggestive  of  either  hyperacidity  or  delayed 
gastric  emptying,  we  believe  fiberoptic  gas- 
troscopy is  indicated.  The  following  examples 
illustrate  this  point. 

CASE  EXAMPLES 

Case  1 — A 65-year-old  woman  with  a long 
history  of  ulcer-like  symptoms  presented  with 
a 4-week  episode  of  a substernal  burning  pain 
that  responded  promptly  to  empirical 
Tagamet®  therapy.  She  then  returned  with 
typical  biliary  symptoms  plus  mild  hemateme- 
sis.  Oral  cholecystography  (OCG)  showed 
cholelithiasis,  and  an  UGI  series  was  normal. 
Prior  to  cholecystectomy,  gastroscopy  showed 
diffuse  antral  gastritis,  plus  an  edematous,  in- 
flamed pylorus. 

Case  2 — A 35-year-old  woman  presented 
with  biliary  colic  but  no  jaundice.  OCG 


Dr.  Peterson  is  in  the  private  practice  of  surgery  with  Medical  Associ- 
ates Clinic  in  Clinton,  Iowa. 


Attention  is  called  to  numerous  cases  in  which  significant 
pathology  in  the  stomach  and  duodenum  has  gone 
undetected  by  standard  UGI  series.  In  patients  appro- 
priately selected  for  suggestive  symptoms,  the  author 
has  found  fiberoptic  gastroscopy  invaluable  for  assess- 
ment purposes. 


showed  calculi  and  the  UGI  series  was  com- 
pletely negative.  The  patient,  however,  also 
reported  significant  symptoms  consistent  with 
a hiatal  hernia,  although  none  was  present 
radiographically.  Preoperative  gastroscopy  re- 
vealed a severe  duodenitis  and  gastritis  with 
prominent  edema  of  the  pylorus.  There  was  no 
bile  reflux. 

Case  3 — A 75-year-old  man  was  treated  for 
acute  lower  GI  bleeding  from  diverticulosis.  To 
complete  the  workup,  an  UGI  series  was  per- 
formed and  was  negative.  Gastroscopy 
showed  an  asymptomatic  acute  antral  gastric 
ulcer  which  was  not  responsible  for  any  bleed- 
ing. 

Case  4 — A 42-year-old  man  with  active 
ulcerative  colitis  had  many  longstanding 
symptoms  of  ulcer  disease  but  repeated  UGI 
series  were  normal.  Because  his  future  toler- 
ance for  the  medications  needed  to  control  his 
primary  disease  depended  upon  normal  gas- 
tric function,  we  recommended  endoscopy. 
The  exam  showed  diffuse  antral  gastritis  and 
pyloric  stenosis  secondary  to  acute  inflamma- 
tion and  edema. 

Case  5 — A 43-year-old  woman  was  admitted 
for  treatment  of  severe  mid-epigastric  pain  of  3 
days  duration.  Her  physical  examination 
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showed  distinct  mid-epigastric  tenderness 
which  later  shifted  to  the  RUQ.  She  was  afe- 
brile, her  white  cell  count  was  normal,  and  the 
tenderness  quickly  subsided.  Two  years  earlier 
she  had  2 episodes  of  hemorrhagic  gastritis  but 
endoscopy  failed  to  define  a cause.  OCG  pro- 
duced nonvisualization  of  the  gall  bladder  and 
sonography  was  inconclusive;  the  UGI  series 
was  negative.  Preoperative  gastroscopy 
showed  severe  bile  reflux  gastritis  and  esopha- 
gitis. She  successfully  underwent  cholecystec- 
tomy for  an  acutely  inflamed  gall  bladder  and 
responded  well  postoperatively  to  cholesty- 
ramine which  was  discontinued  uneventfully 
one  month  later. 

Case  6 — A 44-year-old  woman  presented 
with  typical  biliary  symptoms  and  a long  his- 
tory of  dysphagia.  OCG  was  positive  for  calculi 
and  chronic  cholecystitis  was  later  confirmed 
histologically.  However,  no  one  had  noted  that 
her  "normal"  UGI  series  was  obtained  on  the 
second  attempt  because,  despite  a 12-hour  fast, 
her  stomach  had  been  full  of  food  on  the  first 
exam.  The  esophagus  was  not  of  the  usual 
configuration  although  radiographically  it  was 
within  acceptable  limits.  Preoperative  gastros- 
copy revealed  1)  the  patulous  esophagus  of 
achalasia;  2)  a true  hiatal  hernia,  and  3)  pyloric 
stenosis  from  active  inflammation  and  edema 
plus  asymmetric  deformity  from  previous  epi- 
sodes of  inflammatory  disease. 

COMMENT 

We  have  encountered  numerous  other  cases 
in  which  the  UGI  series  simply  did  not  reveal 
the  pathology  that  was  present,  including  one 
patient  in  whom  an  actively  bleeding  5 mm 
duodenal  ulcer  was  not  detected.  We  believe 
the  quality  of  the  films  involved  would  com- 
pare favorably  with  those  of  any  other  institu- 
tion. What  has  created  the  problem  in  part  is 
the  growing  reliance  on  the  X-ray  reports  with- 
out looking  at  the  films  as  well.  In  addition, 
there  may  be  a tendency  to  rely  upon  the 
radiologist  to  make  the  diagnosis,  ostensibly 
saving  time  in  practice  that  would  otherwise  be 
"lost"  in  taking  a more  thorough  history.  It  is 
therefore  incumbent  upon  the  consulting  spe- 
cialist to  review  all  films  personally.  Consulta- 
tion with  the  radiologist  is  valuable,  but  he 
cannot  interpret  clinical  parameters  or  extrapo- 
late beyond  what  the  techniques  available  to 
him  will  allow. 


DATEBOOK™  II 

DATEBOOK  manages  time  just  like  an  office 
appointment  book  and  is  designed  especially  for 
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At  times  one  must  question  whether  the 
primary  diagnosis  is  the  only  diagnosis.  Does 
hematemesis  reflect  cholecystitis?  Is  biliary  dis- 
ease the  only  cause  for  retained  food  in  the 
stomach?  From  another  tack,  is  it  not  easier  to 
return  a patient  to  a normal  diet  if  the  stomach 
is  not  inflamed?  And  if  the  pylorus  has  a nor- 
mal caliber  and  contractility?  And  then  is  it  not 
embarrassing  to  have  the  patient  report  that  he 
has  the  same  symptoms  postoperatively  as  he 
had  preoperatively?  And  anyone  who  does  not 
appreciate  the  threat  posed  by  an  undiagnosed 
peptic  ulcer  in  a patient  undergoing  operation 
has  never  seen  one  hemorrhage  postoperative- 

ty- 

Fiberoptic  gastroscopy  permits  precision  in 
diagnosis  that  exceeds  anything  attainable  be- 
fore its  introduction.  Careful  attention  to  the 
patient  history  will  assure  a discerning  patient 
selection,  and  thus  there  should  be  few,  if  any, 
negative  examinations. 

And,  in  the  end,  is  it  not  the  patient  who  will 
benefit? 
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Emergency  Coronary 
Reperfusion  for  Evolving 
Myocardial  Infarction 


L.  A.  IANNONE,  M.D., 

T.  M.  BROWN,  M.D., 

W.  J.  WICKEMEYER,  M.D.,  and 
D.  F.  GORDON,  M.D. 

Des  Moines,  Iowa 

Between  1975  and  1982,  317  patients  had 
emergency  coronary  artery  reperfusion 
for  evolving  myocardial  infarction.  The  pa- 
tients were  divided  into  3 groups  depending 
on  their  cardiac  catheterization  findings  and 
coronary  anatomy.  All  patients  with  early 
evolving  myocardial  infarction  underwent 
emergency  coronary  angiography  and 
appropriate  hemodynamic  measurements 
with  no  mortality. 

Group  I consisted  of  181  patients  who 
underwent  emergency  coronary  artery  revas- 
cularization. Group  II  consisted  of  111  patients 
who  had  coronary  artery  reperfusion  with  in- 
tracoronary streptokinase.  Group  III  consisted 
of  25  patients  who  had  reperfusion  of  the 
coronary  artery  and  a combination  of  intracor- 
onary streptokinase  and  subsequent  percu- 
taneous transluminal  coronary  angioplasty. 
Twenty-two  Group  II  patients  and  one  Group 
III  patient  required  emergency  coronary  artery 
saphenous  vein  bypass  grafting  as  streptoki- 
nase and  percutaneous  transluminal  coronary 
angioplasty  were  unsuccessful.  A significant 
residual  stenosis  remained  in  the  MI  vessel 

The  authors  are  in  the  private  practice  of  cardiology  in  Des  Moines, 
Iowa. 


This  short  discussion  reports  on  the  good  morbidity  and 
mortality  among  more  than  300  patients  treated  by 
coronary  artery  reperfusion  for  evolving  myocardial  in- 
farction. 


leaving  a significant  amount  of  myocardium  at 
risk. 

The  181  Group  I patients  that  underwent 
emergency  coronary  revascularization  had 
thrombectomy  in  79%  of  the  MI  arteries  and 
17%  of  these  vessels  had  no  observable  lesion 
on  restudy.  There  were  6 early  (3.8%)  and  2 
late  deaths  (1.3%)  in  this  group.  Patients  in 
Group  II  and  Group  III  had  no  deaths  and  a 
very  unremarkable  convalescence.  We  con- 
clude that  patients  with  evolving  myocardial 
infarction  should  have  an  emergency  coronary 
angiography  with  the  objective  of  reperfusion 
of  the  MI  vessel  via  one  of  the  above  men- 
tioned techniques. 

With  single  vessel  involvement,  streptoki- 
nase lysis  of  the  intercoronary  thrombosis 
should  be  done.  If  this  is  successful  and  there  is 
a significant  residual  stenotic  lesion  it  should 
then  have  percutaneous  transluminal  coronary 
angioplasty.  If  the  angioplasty  is  unsuccessful 
and  a significant  volume  of  myocardium  re- 
mains at  risk,  then  emergency  saphenous  vein 
bypass  grafting  should  be  carried  out.  With 
patients  with  early  evolving  myocardial  infarc- 
tion who  demonstrate  multiple  vessel  disease 
in  addition  to  the  MI  artery  involved  should 
have  emergency  saphenous  vein  bypass  graft- 
ing as  a treatment  of  choice. 
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COMMENTING 

EDITORIALLY 

MARION  E.  ALBERTS,  M.D. 
SCIENTIFIC  EDITOR 


THE  REALITY  OF  EXPERIENCE 


In  the  past  month  we  have  welcomed  into 
our  hospitals  young  physicians  who  are 
starting  a new  phase  of  their  professional  lives. 
The  larger,  teaching  hospitals  are  receiving  a 
new  class  of  resident  physicians,  and  in  other 
places,  young  physicians  are  commencing 
their  first  private  practices. 

It  is  appropriate  for  the  term  "commence- 
ment” to  be  used.  It  denotes  the  graduation  of 
the  student  from  academic  studies.  It  is  then 
that  a new  life  begins;  there  is  a casting  off  of 
the  old  and  a beginning  of  a new  and  different 
aspect  of  life's  experiences. 

Paracelsus  (1493-1541)  observed  that  "the  art 
of  medicine  cannot  be  inherited,  nor  can  it  be 
copied  from  books."  This  is  a reality  that  only 
experience  can  demonstrate  in  a significant 
manner.  Academic  medicine,  with  its  learning 
processes,  i.e.,  listening  to  lectures,  reading 
books,  etc.,  is  far  from  the  actual  performance 
of  tasks  which  comprise  care  of  the  ill  and 
distraught.  Various  writers  of  the  past  have 
referred  to  experience  as  the  mother  of  Truth 
(William  Shippen,  Jr.,  1736-1808);  the  mother  of 
Science  (Cervantes,  1547-1616);  while  Disraeli 
(1804-1881)  looked  upon  experience  as  the  child 
of  Thought,  and  Thought  as  the  child  of  Action. 

The  reality  of  experience  has  been  pro- 
pounded by  Disraeli.  By  action  there  must  be 
thought,  and  the  ultimate  result  becomes  ex- 
perience. The  capacity  for  experience  paves  the 
way  to  wisdom;  however,  experience  alone  is 
not  enough.  It  develops  the  arch  upon  which 


the  entire  makeup  of  livelihood  must  be  built. 
Medical  students  and  resident  physicians 
spend  untold  hours  delving  into  books  and 
medical  journals.  Yet  a wealth  of  experience 
lies  a short  walk  away  — in  the  hospital  wards. 
The  art  of  medicine  is  not  in  the  books;  it  comes 
through  the  experience  of  the  eyes,  the  ears 
and  the  hands  while  with  the  patient.  As  the 
patient  relates  his  problems,  and  we  carefully 
observe  the  effects  thereof,  the  art  of  medicine 
evolves.  There  is  time  later  to  learn  from  the 
books  and  lecturers  what  we  cannot  under- 
stand. 

The  greatest  physicians  of  all  time  were 
"hands-on"  practitioners.  They  listened  to  the 
ill  person,  observed  his  characteristics,  ex- 
amined him  thoroughly  (re-examining,  if 
necessary)  to  establish  the  diagnosis.  Values 
are  derived  not  only  from  seeing  much,  but  in 
seeing  wisely.  Osier  stated  it  succinctly:  "Let 
not  your  conceptions  of  the  manifestations  of 
disease  come  from  words  heard  in  the  lecture 
room  or  read  from  a book.  See,  and  then 
reason,  compare  and  control.  But,  see  first.  No 
two  eyes  see  the  same  thing.  Let  the  word  be 


"The  art  of  medicine  is  not  in  the  books;  it 
comes  through  the  experience  of  the  eyes , 
the  ears  and  the  hands  while  with  the  pa- 
tient." 


your  slave,  and  not  your  master.  Live  in  the 
ward." 

The  profession  we  practice  is  unique  in  that 
we  deal  with  life;  medicine  is  only  one  facet  of 
life. 

May  every  young  physician  profit  from  each 
experience  whether  just  entering  a residency 
training  program  or  embarking  upon  the  prac- 
tice of  medicine.  Serve  the  ill  and  those  who 
seek  help  for  their  infirmities,  as  well  as  those 
who  desire  aid  in  leading  a healthful  life.  Learn 
from  the  daily  experiences  of  your  communion 
with  people.  Have  a humble  and  compassion- 
ate attitude  toward  those  who  seek  your  pro- 
fessional skills.  Experience  is  reality,  and  there 
surely  is  reality  in  experience. 

"Nothing  is  so  difficult  to  deal  with  as  man's  own 
Experience,  to  value  it,  according  to  its  amount, 
what  to  conclude  from  it,  and  how  to  use  it  and  do 
good  with  it."  Peter  Mere  Latham  (1789-1875) 
General  Remarks  on  the  Practice  of  Medicine,  Chap- 
ter XIII.  — M.E.A. 
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A Point  of  View 


WHAT  LURKS  IN  THE  WOODS? 
UTILIZATION  REVIEW,  THAT'S 
WHAT! 

In  May,  1981,  the  IMS  House  of  Delegates 
passed  a resolution  against  federally 
funded  review  organizations,  but  supported 
voluntary  review.  I think  the  meaning  of  the 
resolution  was  that  Iowa  physicians  wanted 
the  Federal  Government  out  of  review  and 
asked  for  a locally  run  program.  I don't  believe 
that  any  review  program  can  really  be  called 
voluntary.  I think  that  if  physicians  had  a 
choice  between  "no  review"  and  "review," 
"no  review"  would  win  2 to  1.  I think  that 
physicians  feel  coerced  into  having  any  review 
at  all,  but  a locally  controlled  program  could  be 
called  "voluntary"  and  more  easily  manipu- 
lated. 

Let's  not  kid  ourselves.  The  days  are  gone 
when  the  answer  to  "why?"  was,  "I'm  the 
doctor  and  I said  so,  that's  why."  Our  patients 
expect  us  to  be  accountable  — so  does  the 
government  and  so  do  insurance  carriers.  So 
what's  with  review,  voluntary  or  otherwise? 
Do  good  records  mean  good  patient  care?  Do 
good  progress  notes  mean  good  doctoring? 
Does  documentation  really  show  that  we  are 


QUESTIONS/ANSWERS 

(Continued  from  page  317) 


the  complexity  of  the  interaction  between  mar- 
ket forces  and  regulatory  principles  as  they 
impact  upon  health  care  delivery  and  its  costs, 
participate  actively  in  the  massive  educational 
process  necessary  for  both  providers  and  con- 
sumers. 

What,  personally,  do  you  see  as  our  greatest 
need  in  Iowa  over  the  next  10  years  in  the 
delivery  of  quality  health  care? 

In  analyzing  Iowa's  greatest  need  in  this  area 
for  the  next  10  years,  I would  recommend  com- 
mitment to  a long-range  strategy  for  continued 
delivery  of  quality  health  care  at  a lower  rate  of 


responsible  and  accountable  physicians?  Does 
he  who  writes  well,  treat  well? 

These  are  fair  and  reasonable  questions,  and 
must  be  answered.  Over  the  past  several 
years,  studies  have  been  done  to  try  to  corre- 
late the  adequacy  of  record  keeping  with  the 
quality  of  medical  care.  A majority  of  these 
studies  indicate  that  there  is  a positive  rela- 
tionship between  good  records  and  good  care. 
There  is  some  good  in  keeping  an  up-to-date, 
accurate  account  of  a patient's  progress  while 
in  the  hospital.  After  all,  a hospital  is  an  acute 
care  facility  and  if  the  care  the  patient  is  getting 
is  acute,  it  should  be  documented.  If  the  care  is 
not  acute,  documentation  is  not  vital,  and  the 
patient  should  be  at  a different  level  of  care. 

But  I have  strayed.  Is  it  really  voluntary,  this 
utilization  review?  No!  — it  is  far  from  volun- 
tary. It  is  a coerced,  uneasy  cooperation  — 
something  like  having  to  take  the  cod  liver  oil 
when  we  were  kids.  It  was  good  for  us,  but  we 
didn't  think  so.  Well,  I think  we  may  feel  the 
same  about  review.  We  don't  like  it  but  we'll 
take  it  because  it  will  be  good  for  us  and  our 
patients.  If  we're  wrong,  we  get  to  shred  our 
progress  notes. 

Is  it  voluntary?  No.  Who  cares?  We  all  do,  I 
guess.  Do  you?  — Dennis  J.  Walter,  M.D., 
Des  Moines. 

costs  which  are  affordable  to  all  Iowans.  For 
example,  since  health  care  costs  represented 
4.4%  of  the  GNP  in  1955,  now  exceed  10%  of 
the  GNP,  and  are  projected  to  12%  by  1990,  it  is 
tempting  to  adopt  short-range,  quick-fix 
strategies  only  to  cope  with  the  escalating 
costs.  Costs  for  the  next  3-4  years  are  likely  to 
continue  at  approximately  the  present  (higher 
than  national  rate)  Iowa  rates  because  the 
health  industry  already  contains  the  cost  fac- 
tors in  the  system.  Short-range  strategies  (e.g., 
appropriate  expanded  ambulatory  care,  altera- 
tion of  current  Blue  Cross  reimbursement  for- 
mula, at  least  2 options  for  every  insured  em- 
ployee, development  and  implementation  of 
experimental  hospital  and  physician  payment 
programs)  must  be  undertaken  in  the  next  and 
successive  years;  and  commitment  is  needed 
by  all  sectors  of  the  health  care  industry  to 
emphasize  positive  and  healthy  life  styles  by 
and  for  Iowans. 
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ON 
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RICHARD  M.  CAPLAN,  M.D. 


A PREDATION-BASED 
CME  COURSE 


If  you  think  you  live  in  a dog-eat-dog  world, 
you're  right.  Or  at  least,  it's  a something- 
eat-something-else  world.  It  would  be  possible 
to  use  the  theme,  predation,  as  the  basis  for  a 
remarkably  comprehensive  CME  course  — 
comprehensive,  even  if  unconventional. 

Most  people,  asked  to  think  of  ways  in 
which  predation  causes  illness,  would  think  of 
the  large  category  we  call  infection  and  grant  it 
much  time.  Infection  suggests  very  small 
organisms  preying  (just  living,  that's  all)  on 
larger  ones.  Viruses,  rickettsiae,  bacteria,  pro- 
tozoans (like  ameba,  malaria,  giardia)  — they 
come  easily  to  mind.  When  the  organisms  are 
larger  or  biologically  more  complex  like  flukes, 
tapeworms  and  scabies  mites,  we  change  the 
verb  from  infect  to  infest. 

What,  though,  do  we  call  it  when  harm 
comes  from  the  anger  or  defensive  behavior  of 
another  species  (such  as  a matador  gored  by  a 
bull  or  that  behavior  illustrated  by  a bee  sting, 
cobra  bite,  lion  mauling,  elephant  stampede)? 
What  categorical  verb  includes  one's  being 
"eaten  alive,"  which  conveys  (for  a reason  not 
clear  when  one  stops  to  think  about  it)  an  end 
more  horrible  or  macabre  than  that  caused  by 
innumerable  bacteria  triumphant  during  lethal 
septicemia.  Those  injuries  from  larger  animals 
seem  unlikely,  perhaps,  compared  to  the  risks 

Dr  Caplan  is  Associate  Dean  for  Continuing  Medical  Education  at  The 
University  of  Iowa  College  of  Medicine. 


of  bacterial  pneumonia.  And  yet,  consider  one 
of  our  largest  and  nearest  predators  — man. 
Oh,  you  complain,  man  rarely  destroys  other 
men  for  food,  whereas  if  Klebsiella  takes  up 
housekeeping  in  one's  blood  stream,  it's  not 
done  out  of  a spirit  of  malevolence.  We  hu- 
mans can  prey  upon  one  another  not  simply 
through  our  gastrointestinal  apparatus,  as  in 
cannibalism,  but  our  minds  can  manipulate 
circumstances  (of  people  as  individuals,  or 
groups  as  societies)  and  thus  "prey"  upon 
others. 

In  times  now  largely  vanished,  consumption 
referred  to  the  ill  effects  produced  by  huge 
replication  of  tubercle  bacilli.  Since  that  hap- 
pens so  little  anymore  in  the  world  near  us, 
what  instead  consumes  us?  Abstractions, 
that's  what  — anger,  guilt,  anxiety,  depres- 
sion, jealousy,  revenge,  lust  for  sex,  lust  for 
power.  Mainly  the  last  of  these,  in  its  myriad 
faces,  causes  man  to  inflict  psychic  and  physi- 
cal harm  on  his  fellow  creatures.  And  doesn't 
man  find  clever  ways  to  do  it  — not  even 
counting  the  "outmoded"  methods  like  cruci- 
fixion, the  iron  maiden,  the  flaming  catapult. 


" A predation-based  course  could  force  us  to 
learn  not  only  about  our  bodies  and  its  subdi- 
visions ( such  as  organs,  cells,  molecules  and 
subatomic  particles ) but  also  about  the  larg- 
er or  supraorganismic  mesh  (family,  com- 
munity, civilization,  and  ecologic  environ- 
ment)." 


Either  wittingly  or  unwittingly,  we  can  employ 
automobiles,  noxious  chemicals  released  into 
the  environment,  inequities  in  the  legal  sys- 
tem, refusal  to  speak,  Saturday  night  specials, 
nuclear  bombs.  But  even  more,  consider  our 
capacity  to  create  and  manipulate  emotions  — 
the  entertainment  and  advertising  and  coun- 
selling industries  depend  on  it.  In  many  ways 
the  medical  profession  does,  too.  At  least,  we 
do  if  we  are  being  effective. 

Of  course,  study  of  those  disturbances  that 
arise  from  trauma,  malnutrition,  or  congenital 
anomaly  of  a structure  or  enzyme  would  be 
reserved  to  other  CME  courses.  Yet  even  these 
often  have  interconnections  with  man's  social 
and  cultural  activities.  If  we  built  a CME  course 
dealing  with  the  range  of  predation  just  sug- 
(Please  turn  to  page  336) 
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A reputation  takes  years  to  build.  We've  been 
building  ours  as  a major  provider  of  profes- 
sional liability  for  over  50  years,  and  as  the  Iowa 
Medical  Society  sponsored  program  since  1 977. 
Since  that  time  /Etna  has  returned  savings  to 
doctors  of  over  $1,100,000.  These  substantial 
savings  have  resulted  from  working  closely  with 
your  society  to  provide  successful  risk  manage- 
ment programs. 


Your  society  sponsored  program  continues  to 
offer  high  levels  of  coverage- — $5,000,000  and 
higher,  as  well  as  a choice  of  coverage  forms — 
Claims-made  and  Occurrence. 

Our  local  offices  and  skilled  staff  provide  you 
with  ourclaims  expertise. 

At  /Etna  we've  built  our  reputation  by  making 
your  reputation  our  main  concern. 

For  additional  information  write  or  call  your 
IMS/Aetna  account  supervisor,  Dale  Hoing, 
Aetna  Life  & Casualty,  61 1 Fifth  Avenue, 

Des  Moines,  Iowa  50309  (800/362-1809) 


A 

REPUTATION 
YOU  CAN  RELY 

ON. 


The  Automobile  Insurance  Company  of  Hartford,  Connecticut  061 56. 
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DRUG  THERAPY  REVIEW 


UNIVERSITY  OF  IOWA 
HOSPITALS  AND  CLINICS 


REYNOLD  SPECTOR,  M.D.,  Editor 


CUTANEOUS  DRUG  REACTIONS 


Cutaneous  drug  reactions  are  a common 
clinical  problem.  They  are  important  be- 
cause of  their  influence  on  subsequent  drug 
therapy,  their  prolongation  of  hospital  stays, 
their  morbidity  and  occasional  mortality,  and 
because  they  are  frequently  iatrogenically  pro- 
duced. The  epidemiology  and  approach  to 
cutaneous  eruptions  resulting  from  systemi- 
cally  administered  drugs  will  be  reviewed. 

Two  percent  of  all  hospitalized  patients  de- 
velop a drug  eruption  during  hospitalization.1 
Since  the  average  inpatient  receives  8 different 
medications,  the  incidence  is  3 eruptions  per 

1,000  courses  of  drug  therapy.1 

The  most  important  factor  predisposing  to 
cutaneous  drug  reactions  is  the  drug  adminis- 
tered. Age,  sex,  diagnosis,  admission  BUN, 
and  severity  of  underlying  disease  are  of  far 
less  clinical  importance.  The  Boston  Collabora- 
tive Drug  Surveillance  Program,  by  monitoring 

22,000  consecutive  medical  inpatients,  estab- 
lished the  frequency  with  which  certain  drugs 
produce  reactions.  Table  1 shows  reactions 
produced  in  more  than  1 percent  of  recip- 
ients:1, 2 


This  information  for  Iowa  physicians  is  furnished  and  sponsored  by  the 
University  of  Iowa  Hospitals  and  Clinics. 


The  antibiotics  and  blood  products  produced 
two-thirds  of  all  eruptions.  Nearly  one-half 
(46%)  were  caused  by  penicillins. 

While  some  drugs  frequently  produce  erup- 
tions, others  do  so  rarely.  Potassium  chloride, 
digoxin,  aluminum  and  magnesium  hydrox- 
ide, dioctyl  sodium  sulfosuccinate,  atropine, 
diphenhydramine,  and  bisacodyl  were  not 
associated  with  skin  reactions.1'  2 Chloral  hy- 
drate produced  one  skin  reaction  in  more  than 

8,000  recipients.1,  2 

The  morphology  of  cutaneous  drug  reac- 
tions is  variable.  However,  90  percent  of  all 
cutaneous  reactions  fall  into  4 readily  distin- 
guishable categories:  exanthematous,  urti- 
carial, fixed,  and  vesiculobullous.3,  4 Almost 
all  drug  eruptions  fall  within  10  morphologic 
categories,  with  the  relative  frequency  shown 
in  Table  II.3'  4 

EXANTHEMATOUS  ERUPTIONS 

Exanthematous  eruptions  are  the  most  fre- 
quent cutaneous  syndrome  produced  by 
drugs.3,  4 These  eruptions  are  characterized  by 
symmetrically  distributed,  blanching,  ery- 
thematous macules  and  papules,  usually  be- 
ginning on  the  upper  torso  and  over  areas  of 
pressure  or  trauma.  Mild  elevations  of  temper- 
ature can  occur  and  may  be  the  first  manifesta- 
tion of  the  eruption.  Involvement  of  palms, 
soles,  and  mucous  membranes  varies.  A drug 
etiology  can  never  be  concluded  from  the  mor- 
phology and  distribution  of  the  exanthem 
alone.  The  differential  diagnosis  may  include 


TABLE  1 

CUTANEOUS  DRUG  REACTIONS 


Drug 

No.  of 
Cutaneous 
Reactions 

No.  of  Reactions  per 
Recipients  1 ,000  Courses 

Trimethoprim-Sulfamethoxazole 

10 

169 

59 

Ampicillin 

156 

2,988 

52 

Semisynthetic  Penicillins 

27 

760 

36 

Blood,  whole 

32 

908 

35 

Platelets 

4 

145 

28 

Corticotropin 

3 

106 

28 

Erythromycin 

11 

481 

23 

Sulfisoxazole 

8 

462 

17 

Penicillin  G 

51 

3,286 

16 

Gentamycin 

10 

607 

16 

Cephalosporins 

17 

1,308 

13 

Plasma  Protein  Fraction 

3 

245 

12 

Quinidine 

8 

652 

12 

Dipyrone 

10 

876 

11 
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viral  infections,  bacterial  and  rickettsial  infec- 
tions (scarlet  fever,  typhoid  fever,  typhus, 
secondary  syphilis,  and  early  Rocky  Mountain 
spotted  fever),  systemic  lupus  erythematosis, 
dermatomyositis,  pityriasis  rosea,  early  ery- 
thema multiforme,  and  exfoliative  dermatitis. 

Sulfonamides,  ampicillin,  and  penicillin  are 
the  drugs  most  frequently  implicated  in  ex- 
anthematous eruptions.3,  4 Many  other  drugs 
are  occasionally  implicated.4 

Although  most  drug  exanthems  are  as- 
sumed to  be  allergic,  mechanisms  have  not 
been  established.  However,  exanthems  from 
ampicillin  are  usually  not  allergic.5  Most  pa- 
tients with  infectious  mononucleosis  and 
about  one-fourth  of  those  taking  allopurinol 
develop  a maculopapular  eruption  when  given 
ampicillin.5  Patients  with  cytomegalovirus  in- 
fection and  chronic  lymphatic  leukemia  may 
also  be  at  increased  risk  of  developing  an  ampi- 
cillin eruption.5 

URTICARIA 

Acute  urticarial  reactions  are  the  second 
most  common  form  of  cutaneous  drug  re- 
action.3, 4 The  major  causes  of  drug-induced 
urticaria  are  penicillins,  sulfonamides,  salicy- 
lates, and  iodinated  contrast  media.  Urticaria  is 
the  most  common  manifestation  of  penicillin 
allergy.3,  4 Urticaria  occurring  within  48  hours 
after  starting  penicillin  implies  the  presence  of 
skin  sensitizing  antibodies  (IgE)  and  the  capac- 
ity for  subsequent  Type  I hypersensitivity  reac- 
tions on  readministration.  Urticaria  occurring  4 
to  14  days  after  starting  penicillin  may  be  man- 
ifestation of  serum  sickness,  representing  a 
Type  III  antigen-antibody  reaction.  Whether 
urticaria  following  sulfonamide  administration 
represents  similar  mechanisms  is  uncertain. 

Urticaria  secondary  to  salicylates  is  dose  re- 
lated, varies  from  time  to  time  in  the  same 
patient,  and  frequently  occurs  after  adminis- 
tration of  other  structurally  dissimilar  prosta- 
glandin synthetase  inhibitors.6  Although 
usually  not  an  allergic  reaction,  aspirin- 
induced  urticaria  may  rarely  be  IgE  mediated. 
Aspirin  intolerance  is  especially  frequent  (20- 
30%)  in  patients  with  chronic  urticaria.  Chron- 
ic urticaria  is  rarely  caused  by  drugs,  but  may 
be  exacerbated  by  salicylates. 

VESICULOBULLOUS  ERUPTIONS 

The  drug-induced  vesiculobullous  eruptions 
comprise  3 overlapping  entities:  erythema 
multiforme,  Stevens-Johnson  syndrome,  and 


TABLE  II 

DRUG  REACTION  BY  MORPHOLOGIC  CATEGORY 


Relative 

Frequency 

Exanthematous  (maculopapular)  Eruption 

45.7 

Urticaria 

25.2 

Fixed  Drug  Eruption 

9.7 

Vesiculobullous  Eruptions 

11.4 

Erythema  Multiforme 

(4.9) 

Stevens-Johnson  Syndrome 

(3.1) 

Toxic  Epidermal  Necrolysis 

(3.4) 

Photosensitivity  Eruption 

2.7 

Exfoliative  Dermatitis  (Erythroderma) 

2.6 

Nodular  Eruptions  (Erythema  Nodosum) 

0.4 

Purpuric  Eruptions  (Vasculitis/Coagulopathy) 

1.6 

Eczematous  Eruption  (Rare) 

0.7 

Licinoid  Eruption  (Rare) 

toxic  epidermal  necrolysis.  Erythema  multi- 
forme is  characterized  by  the  classic  target  le- 
sion with  a tendency  to  involve  the  hands, 
feet,  and  mucous  membranes,  but  urticarial 
and  vesiculobullous  lesions  are  common. 
Stevens-Johnson  syndrome  is  a more  severe 
form  of  erythema  multiforme  with  prominent 
mucosal  involvement  and  systemic  symptoms. 
Drug-induced  toxic  epidermal  necrolysis  is  a 
severe  generalized  bullous  eruption  of  the  skin 
and  mucous  membranes.  Fever,  malaise,  and 
target  lesions  may  be  present.  In  all  drug- 
induced  vesiculobullous  eruptions,  skin  sep- 
aration tends  to  occur  at  the  dermal-epidermal 
junction.  Mortality  from  Stevens-Johnson  syn- 
drome is  about  15  percent,7  while  that  for  toxic 
epidermal  necrolysis  ranges  from  30  to  50 
percent.8  Morbidity  in  both  syndromes  results 
primarily  from  ocular  mucosal  involvement 
with  residual  scarring. 

Drugs  are  occasionally  associated  with  ery- 
thema multiforme  but  more  frequently  with 
Stevens-Johnson  syndrome  (35  to  85% )7  and 
toxic  epidermal  necrolysis  (37%). 8 Antibiotics 
are  frequently  given  for  symptoms  that  may 
have  represented  the  prodrome  of  Stevens- 
Johnson  syndrome  itself,7  so  it  is  often  unclear 
whether  such  antibiotics  are  pathogenetically 
related.  The  drugs  most  frequently  associated 
with  Stevens-Johnson  syndrome  and  toxic 
epidermal  necrolysis  are  sulfonamides.3,  4'  7 ' 8 
Both  syndromes  are  also  associated  with  other 
antibiotics,  barbiturates,  and  diphenylhydan- 
toin.  Toxic  epidermal  necrolysis  is  further  as- 
sociated with  allopurinol,  phenylbutazone, 
and  oxyphenbutazone.  (please  turn 

to  page  332) 
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FIXED  DRUG  ERUPTION 

The  fixed  drug  eruption  consists  of  one  or 
more  sharply  demarcated  oval  lesions  of  deep 
erythematous  to  violaceous  hue  that  tend  to 
recur  at  the  same  anatomic  site  — usually  the 
extremities  or  oral  mucosa  — each  time  the 
offending  drug  is  given.  It  is  pathognomonic 
for  a drug  etiology.  Phenolphthalein,  barbitu- 
rates, oxyphenbutazone,  tetracycline,  chlor- 
diazepoxide,  sulfonamides,  and  aspirin  are 
frequently  implicated.3,  4 

DIAGNOSIS 

Differential  diagnosis  should  proceed  along 
2 independent  pathways:  a morphological  de- 
scription of  the  particular  eruption  with  a 
knowledge  of  its  potential  causes  and  a list  of 
the  types  of  reactions  the  patient's  medications 
are  capable  of  producing.  The  diagnosis  is 
usually  based  on  clinical  evidence:  an  eruption 
in  a patient  receiving  a drug  capable  of  produc- 
ing that  eruption,  which  resolves  on  discon- 
tinuation of  the  drug.  There  are  3 tests  that 
under  limited  circumstances  may  be  helpful  in 
confirming  the  diagnosis:  the  skin  biopsy,  the 
skin  test,  and  oral  rechallenge. 

The  skin  biopsy  is  helpful  in  confirming  the 
morphology  of  the  eruption,  thereby  aiding  an 
appropriate  differential  diagnosis.  It  can  never 
prove  that  a drug  caused  an  eruption.  Biopsy 
of  early  lesions  with  immunofluorescent  stud- 
ies is  helpful  in  vesiculobullous  eruptions  and 
in  those  circumstances  where  vasculitis  is 
possible,  specifically  in  cases  of  palpable  pur- 
pura and  urticarial  lesions  that  persist  in  the 
same  location  for  more  than  24  hours.  The 
biopsy  is  often  helpful  in  exfoliative  dermatitis 
to  eliminate  the  possibility  of  an  underlying 
dermatosis  causing  the  eruption.  It  should  be 
utilized  whenever  the  morphological  category 
of  the  eruption  is  unclear  or  the  clinical  course 
is  atypical. 

Penicillin  skin  testing  is  currently  used  only 
in  patients  with  a history  of  penicillin  allergy 
who  are  about  to  receive  penicillin  because 
there  is  no  satisfactory  second  line  therapy  to 
treat  their  infection.  Although  Levine  has 
advocated  penicillin  skin  testing  for  diagnostic 
confirmation  of  a penicillin  etiology  in  urti- 
carial reactions  where  penicillin  is  one  of  sever- 
al suspected  drugs,9  such  use  of  the  penicillin 
skin  test  is  controversial  and  not  generally 
accepted.  Skin  testing  is  not  helpful  in  decid- 
ing whether  an  exanthematous  eruption  was 


penicillin  induced,  since  patients  with  a his- 
tory of  penicillin-induced  exanthems  do  not 
have  an  increased  incidence  of  positive  skin 
tests  over  the  normal  population. 10 

Serial  rechallenge  is  occasionally  used  to 
establish  which  of  multiple  drugs  caused  an 
eruption.3  Such  rechallenges  are  justified  only 
when  the  need  for  the  therapeutic  agent  is 
great,  the  preceding  eruption  was  minor,  and 
adequate  precautions  are  taken  to  handle 
anaphylaxis.  Rechallenge  is  not  justified  when 
the  preceding  rash  was  life  threatening,  for 
example,  exfoliative  dermatitis,  Stevens- 
Johnson  syndrome,  toxic  epidermal  necroly- 
sis, and  some  cases  of  urticaria.  In  the  case  of 
penicillins  and  cephalosporins,  rechallenge  is 
never  justified  without  prior  penicillin  skin 
testing  to  penicilloyl-polylysine  (PPL)  and 
penicillin  G.  Should  rechallenge  be  warranted, 
the  order  in  which  drugs  are  reinstituted 
should  take  into  account  2 factors:  the  known 
relative  tendencies  of  the  suspected  drugs  to 
produce  an  eruption  (supra)  and  the  temporal 
relationship  of  the  rash  to  recently  started 
drugs.  Most  drug  reactions  occur  within  the 
first  2 weeks  of  therapy.1  Should  a patient  be 
on  several  medications,  one  chronically  and 
the  other  recently  started,  the  latter  is  more 
likely  the  offending  agent.  Rechallenge  should 
be  done  with  the  former.  One  protocol  for 
rechallenge  in  hospitalized  patients  employed 
small  oral  doses  gradually  increasing  every  24 
hours.3  One-tenth,  one-fourth,  and  one-half  of 
the  therapeutic  dose  was  given  on  days  1 
through  3 respectively  and  the  full  dose  on  day 
4.  More  than  90  percent  of  positive  reactions 
consisted  of  an  eruption  occurring  within  24 
hours  of  the  precipitating  dose.3  Fever  and 
pruritus  composed  the  remaining  positive 
reactions. 

TREATMENT 

When  presented  with  a patient  whose  erup- 
tion is  potentially  drug  induced,  all  drugs  must 
be  stopped  with  2 exceptions:  those  considered 
essential  for  the  patient's  care  for  which  there 
exists  no  satisfactory  alternative  and  those  be- 
lieved to  be  free  of  cutaneous  eruptions  (su- 
pra). Most  drugs  essential  for  the  patient's 
management  have  acceptable,  structurally  dis- 
similar alternatives  available.  Therapeutic  sub- 
stitution is  the  standard  method  of  rendering 
essential  care  to  a patient  with  a potentially 
drug-induced  eruption.  Only  rarely  is  the  risk 
of  a second  line  therapy  greater  than  the  risk  of 
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a severe  dermatitis,  for  example,  in  penicillin 
allergic  patients  with  endocarditis.  In  these 
rare  circumstances,  continuation  of  therapy 
may  be  justified,  but  close  observation  for 
progression  of  the  eruption  is  essential.  Ster- 
oids and  antihistamines  are  used  to  ameliorate 
symptoms  and  prevent  progression,  but  there 
is  no  evidence  they  improve  outcome. 

Next  to  stopping  implicated  drugs,  treat- 
ment of  cutaneous  drug  reactions  consists  of 
supportive  therapy,  steroids  in  limited  cir- 
cumstances, and  informing  the  patient  of  the 
implications  of  the  eruption.  Supportive  ther- 
apy is  most  important  in  those  eruptions  that 
significantly  affect  the  epithelial  barrier,  spe- 
cifically Stevens-Johnson  syndrome,  toxic 
epidermal  necrolysis,  and  exfoliative  dermati- 
tis. Patients  with  extensive  sloughing  from  tox- 
ic epidermal  necrolysis  may  be  best  managed 
in  a burn  unit.  In  these  life-threatening  der- 
matoses, systemic  steroids  are  often  em- 
ployed, but  there  are  no  controlled  trials  estab- 
lishing their  effectiveness. 

Finally,  patients  must  be  informed  of  the 
significance  of  their  drug  reaction.  Twenty-five 
percent  of  patients  who  die  of  penicillin 


anaphylaxis  had  a prior  reaction  to  penicillin.11 
Being  sure  patients  sufficiently  understand  the 
nature  of  the  eruption  to  protect  themselves 
from  future  treatment  with  the  same  medica- 
tion is  perhaps  the  most  important  step  in  re- 
ducing the  incidence  of  preventable  anaphy- 
laxis. — Robert  J.  Hegeman,  M.D.,  Associate 
in  Medicine  and  Surgery 
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Doctor,  is  it  time  for  a change? 

• You’re  spending  too  much  time  on  paperwork.  j 

• You  want  to  live  in  Europe,  not  just  vacation  there  for  a couple  of  weeks. 

• You  want  to  get  involved  with  academic  medicine,  full-time. 

• You  want  to  subspecialize,  but  can’t  support  your  family  on  a fellow’s  stipend. 

It’s  time  for  a change. 

If  you  are  seriously  considering  changing  your  situation,  you  owe  it  to  yourself  to  consider 
the  Army  Medical  Department.  We  have  an  amazingly  wide  variety  of  practice  situations 
available  to  qualified  physicians.  Clinical  and  hospital-based  practices  in  small  towns,  cities, 
major  metropolitan  areas.  Sunbelt,  Snowbelt,  Europe,  Asia,  Panama.  Full-time  academic 
positions.  Full-time  research  and  development  positions.  Fellowships  that  pay  like  practice 
positions. 

For  a confidential  evaluation  compensation  estimate,  and  vacancy  projection,  call 
(collect)  913-684-4898/4860  today.  Ask  for  Major  Story,  your  Army  Medical  Depart- 
ment Personnel  Counselor. 

( Inquiries  held  in  strict  confidence;  position  guaranteed  before  commitment.) 


ARMY.  BE  ALLYOU  CAN  BE. 
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STATE 

DEPARTMENT/ 
PUBLIC  HEALTH 


MATERNAL  & CHILD  HEALTH 
PROGRAM 


The  ultimate  goals  of  maternal  and  child 
health  programming  are  to  assure  that 
each  pregnancy  occurs  in  a woman  who  de- 
sires and  prepares  herself  for  that  pregnancy; 
and  that  she  has  available  and  uses  the  health, 
social,  and  educational  resources  necessary  to 
ensure  a healthy  outcome.  It  further  assures 
that  the  child  has  a continuum  of  health  service 
to  support  orderly  growth  and  development 
toward  its  inherent  potential.  Such  care  will 
identify  early,  and  refer  for  diagnosis  and  ther- 
apy, any  potential  condition  which  may  pre- 
vent that  child  from  reaching  its  potential.  The 
role  of  the  Maternal  & Child  Health  Section  of 
the  State  Department  of  Health  is  to  encourage 
and  assist  the  development  of  services  which 
are  necessary  to  meet  Iowa  needs,  with  special 
emphasis  on  the  population  presently  un- 
served. The  Maternal  & Child  Health  Section 
will  assist  each  community  to  develop  an  orga- 
nizational structure  to  fulfill  this  mission. 

CHILD  HEALTH  CENTERS 

The  purpose  of  the  11  child  health  centers  in 
Iowa,  which  serve  children  in  27  counties,  is  to 
assure  comprehensive  health  services,  espe- 
cially preventive,  for  children  under  21  years  of 
age.  Great  emphasis  is  placed  on  providing 
service  to  children  0-6  years  of  age  who  are  not 

This  information  on  public  health  matters  is  furnished  and  sponsored 
by  the  Iowa  State  Department  of  Health. 


receiving  care.  There  are  approximately 
153,346  low-income  Iowa  children  and  adoles- 
cents in  the  age  range  of  0-17  years  of  age  who 
may  be  in  need  of  additional  health  care.  The 
child  health  centers  are  located  in  Mason  City, 
Bedford,  Dubuque,  Newton,  Waterloo,  Fort 
Dodge,  Ames,  Williamsburg,  Davenport, 
Muscatine  and  Carroll,  with  clinics  in  9 sur- 
rounding counties. 

Approximately  10,139  children  and  adoles- 
cents received  services  through  these  child 
health  centers  in  1981.  They  are  administered 
by  the  Maternal  & Child  Health  Section  of  the 
Iowa  State  Department  of  Health.  This  number 
represents  only  7.1%  of  the  low-income  chil- 
dren and  youth  in  the  state.  Primary  funding 
for  child  health  programs  is  supplied  by  the 
federal  Department  of  Health  & Human  Ser- 
vices through  the  Maternal  & Child  Health  Ser- 
vices Block  Grant. 

Services  available  at  child  health  centers  in- 
clude health  appraisal  through  physical  as- 
sessment and  history,  immunizations,  assess- 
ment of  growth  and  development,  anticipatory 
guidance  for  physical  and  mental  develop- 


"The  role  of  the  Maternal  and  Child  Health 
Section  of  the  State  Department  of  Health  is 
to  encourage  and  assist  the  development  of 
services  which  are  necessary  to  meet  Iowa 
needs,  with  special  emphasis  on  the  popula- 
tion presently  unserved 


ment,  nutritional,  social,  and  dental  guidance 
and  referrals  to  appropriate  providers. 

Understanding  orders  of  physicians,  the 
pediatric  nurse  practitioners  do  physical 
assessments.  Referrals  are  made  to  private 
physicians,  dentists,  community  mental 
health  centers,  social  workers.  Area  Educa- 
tional Agencies,  the  Special  Supplemental 
Food  Program  for  Women,  Infants,  & Children 
(WIC),  Specialized  Child  Health  Services,  Re- 
gional Genetic  Consultation  Services,  public 
health  nurses,  etc.,  in  order  to  provide  com- 
prehensive health  care. 

Children  served  by  the  program  had  im- 
munization levels  of  92%  at  2 years  of  age,  and 
86%  at  6 years  of  age.  These  levels  are  based  on 
current  standards  of  the  American  Academy  of 
Pediatrics.  In  addition,  there  was  a total  of 
1,527  referrals,  including  790  medical,  334  den- 


334  / Journal  of  Iowa  Medical  Society 


tal,  165  ophthalmological,  and  96  for  develop- 
mental assessment. 

Casefinding  and  outreach  are  provided 
directly  or  furnished  by  other  community 
agencies.  Transportation  is  either  provided  or 
arranged  for  clients  who  do  not  have  a means 
of  transportation.  Referral  and  followup  are 
essential  components  to  assure  comprehen- 
sive health  care. 

Funds  are  unavailable  for  additional  child 
health  centers.  With  new  sources  of  money,  it 
will  be  possible  to  expand  into  counties  where 
the  health  care  needs  are  greatest  for  children 
and  youth.  Community  acceptance  of  preven- 
tive health  care  can  also  be  a barrier.  Availabil- 
ity of  pediatric  nurse  practitioners  may  also  be 
a problem  in  some  sparsely  populated  areas  of 
the  state. 

MATERNAL  HEALTH  CENTERS 

The  6 maternal  health  centers  serve  resi- 
dents of  28  counties.  Their  goals  are  quality 
prenatal  care,  delivery  of  a healthy  baby,  and 
continued  good  health  of  the  mother.  Compre- 
hensive health  care,  especially  preventive,  for 
women  ages  15  through  44  is  extremely  impor- 
tant. Optimal  prenatal  health  care  includes  be- 
ginning care  during  the  first  trimester  of  preg- 
nancy. These  centers  are  located  in  Ottumwa, 
Clinton,  Mason  City,  Davenport,  Muscatine, 
and  Waterloo. 

During  1981,  2,404  women  were  served  by 
the  program,  and  73%  received  8 visits  or  more 
during  their  pregnancies.  Of  the  women 
served,  52%  had  less  than  12  years  of  school 
(14.7%  for  state);  46%  were  unmarried  (10.3% 
for  state);  16%  were  under  18  years  of  age 
(3.8%  for  state);  4.4%  had  an  infant  who  was  of 
low-birth  weight  as  compared  to  5.4%  for  state; 
and  overall  perinatal  mortality  for  this  high- 
risk  group  was  less  than  the  rate  for  high-risk 
women. 

In  the  maternal  health  centers,  a patient  will 
receive  the  following  services:  prenatal  care 
and  education;  dental  health  education;  nutri- 
tion counseling,  referral,  and  followup;  deliv- 
ery either  within  the  local  community  or  at 
University  Hospital  in  Iowa  City;  and  postpar- 
tum care,  including  family  planning  services. 

Casefinding  and  outreach  are  provided 
directly  or  furnished  by  other  community 
agencies.  Transportation  is  either  provided  or 
arranged  for  clients  who  do  not  have  a means 


of  transportation.  Referral  and  followup  are 
essential  components  in  order  to  assure  com- 
prehensive health  care. 

Residents  from  the  Obstetrics/Gynecology 
Department  of  the  University  of  Iowa  Hospi- 
tals staff  4 of  the  centers,  and  private  physi- 
cians and  family  practice  residents  provide  the 
medical  services  in  the  other  centers. 

OTHER  PUBLIC  AAATERNAL  & 

CHILD  HEALTH  SERVICES 

There  are  additional  maternal  health  ser- 
vices which  are  supported  locally  in  Des 
Moines,  Cedar  Rapids,  Sioux  City,  and  at  the 
University  of  Iowa  Hospitals  in  Iowa  City. 
Also,  there  are  child  health  services  provided 
in  Des  Moines,  Allison,  Webster  City,  Eldora, 
Toledo,  Cedar  Rapids,  and  Iowa  City. 


Should  more  information  be  desired,  please 
write  to:  Maternal  & Child  Health  Section,  Iowa 
State  Department  of  Health,  Lucas  Building,  3rd 
Floor,  Des  Moines,  I A 50319. 
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June  1982  Morbidity  Report 


June 

1982 

1981 

Most  June  Cases 

1982 

to 

to 

Reported  From 

Disease 

Total 

Date 

Date 

These  Counties 

Amebiasis 

7 

47 

5 

Boone 

Brucellosis 

0 

1 

0 

Chickenpox 

392 

5840 

6908 

Scattered 

Campylobacter 

35 

115 

Polk,  Black  Hawk 

Cytomegalovirus 
Eaton's  Agent 

6 

24 

10 

Johnson,  Polk 

infection 

10 

107 

13 

Johnson,  Marshall, 

Polk 

Encephalitis,  viral 
Erythema 

2 

1 1 

8 

Benton,  Mahaska 

infectiosum 

62 

246 

1 145 

Union 

Gastroenteritis 

(GIV) 

189 

7915 

12139 

Scattered 

Giardiasis 

13 

54 

19 

Polk,  Sac,  Sioux 

Hepatitis,  A 

6 

47 

143 

Scattered 

Hepatitis,  B 

12 

53 

45 

Polk,  Johnson 

Hepatitis,  Non  A-B 
Hepatitis 

0 

7 

type  unspecified 

4 

16 

30 

Johnson,  Kossuth,  Mills 

Herpes  Simplex 

38 

180 

98 

Johnson,  Polk, 

Black  Hawk 

Herpes  Zoster 

1 

10 

4 

Johnson 

Histoplasmosis 

Infectious 

1 

14 

6 

Johnson 

mononucleosis 

10 

127 

188 

Linn 

Influenza, 

lab  confirmed 

6 

73 

191 

Scattered 

Influenza-like 

illness  (URI) 

876 

26676 

48228 

Scattered 

Legionnaire's 

Meningitis 

3 

16 

Johnson 

aseptic 

6 

17 

25 

Clayton 

bacterial 

19 

92 

74 

Butler,  Wapello 

meningococcal 

0 

5 

18 

Scattered 

Mumps 

2 

29 

40 

Grundy,  Polk 

Pertussis 

0 

3 

2 

Polio,  Paralytic 

1 

1 

0 

Dubuque 

Rabies  in  animals 

42 

208 

480 

Story,  Jackson,  Clayton 

Rheumatic  fever 
Rocky  Mt. 

0 

3 

6 

Spotted  Fever 
Rubella 

2 

2 

Muscatine,  Scott 

(German  measles) 

0 

0 

4 

Measles 

0 

0 

1 

Salmonellosis 

42 

136 

116 

Black  Hawk,  Dubuque, 

Lynn 

Shigellosis 
Toxic  Shock 

0 

21 

17 

Syndrome 

Tuberculosis 

1 

8 

Polk 

total  ill 

5 

47 

48 

Johnson,  Poweshiek 

bact.  pos. 
Venereal  diseases: 

5 

36 

31 

Johnson,  Poweshiek 

Gonorrhea 

351 

2268 

2405 

Polk,  Scott,  Black  Hawk 

Syphilis 

3 

17 

13 

Marshall,  Scott 

Laboratory  Virus  Diagnosis  Without  Specified  Clinical  Syndrome:  Hookworm 
— 4,  Scott;  Ascariasis  — 1,  Buchanan,  1,  Clinton;  Tetanus  — 1,  Polk; 
Trichurius  — 3,  Scott;  Malaria  — 1 , Lee,  1 , Polk;  Clonorchis  — 1 , Polk,  1 , 
Scott. 


OUR  MAN  ON  EDUCATION 


(Continued  from  page  328) 


gested,  we  would  soon  realize  that  medicine 
must  pursue  not  just  our  conventional  model 
of  bioscience,  but  would  expand  to  the  bio- 
psycho-social model  elaborated  by  Engel  (Sci- 
ence, 1977).  Modern  bioscience  derives  from  a 
history  of,  and  concern  for,  body  and  from  the 
mechanistic,  reductionistic  philosophy  that 
flourishes  with  it.  Mind  is  now  popularly 
understood  not  as  an  equal  in  a Cartesian 
mind-body  dualism,  but  as  a bodily  function: 
neurochemistry.  A predation-based  course 
could  invite  us  to  learn  not  only  about  our 
bodies  and  its  subdivisions  (such  as  organs, 
cells,  molecules  and  subatomic  particles)  but 
also  about  the  larger  or  supraorganismic  mesh 
(family,  community,  civilization,  and  ecologic 
environment).  Not  only  do  infection  and  in- 
festation harm  us;  disturbances  of  abstrac- 
tions, emotions,  and  macrocosmic  behavior 
also  cause  pain,  suffering  and  functional  loss 
within  individuals  and  groups.  We  in  medicine 
should  also  address  that  more  encompassing 
domain. 


BEING  A PHYSICIAN 
AND  A BUSINESSMAN  IS 
LIKE  REMOVING  GALLSTONES 
WITH  A SPOON... 


it's  not  a very  good  idea.  But  today,  modern  busi- 
ness dictates  that  physicians  with  their  own  prac- 
tices spend  a great  percentage  of  time  as 
businessmen  .at  the  expense  of  their  job. 

We  provide  you  with  an  environment  serving  a 
purpose:  practicing  medicine.  No  salesmen  or 
accountants  calling,  no  books  to  balance  and  no 
late  hours.  You  concentrate  on  practicing  medicine 
with  a health  care  system  that's  one  of  the  finest  in 
the  world.  You'll  work  in  modern,  well-equipped 
hospitals  and  clinics  with  the  most  up-to-date 
technology. 

Also  included  are  excellent  programs  of  com- 
pensation, opportunities  for  professional  growth 
and  specialization,  30  days  vacation  with  pay  each 
year,  full  medical  and  dental  care  and  more. 

With  the  Air  Force,  we  want  you  to  do  one  thing: 
practice  medicine.  We  would  like  to  provide  you 
with  more  information  on  Air  Force  medicine. 


Contact:  Ken  Gardner  CallCollect 

400  South  Clinton  319/351-2076 


A great  way  of  life 
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Dalmane®  ® 

(flurazepam  HCl/Roche) 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep,  frequent 
nocturnal  awakenings  and/or  early  morning  awak- 
ening; in  patients  with  recurring  insomnia  or  poor 
sleeping  habits;  in  acute  or  chronic  medical  situa- 
tions requiring  restful  sleep.  Objective  sleep  labora 
lory  data  have  shown  effectiveness  for  at  least  28 
consecutive  nights  of  administration.  Since  insom- 
nia is  often  transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary  or  recom 
mended.  Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  flur- 
azepam HC1;  pregnancy.  Benzodiazepines  may 
cause  fetal  damage  when  administered  during  preg- 
nancy. Several  studies  suggest  an  increased  risk  of 
congenital  malformations  associated  with  benzodi- 
azepine use  during  the  first  trimester.  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possi- 
bility of  becoming  pregnant  exist  while  receiving 
flurazepam.  Instruct  patient  to  discontinue  drug 
prior  to  becoming  pregnant.  Consider  the  possibil- 
ity of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depres- 
sants. An  additive  effect  may  occur  if  alcohol  is 
consumed  the  day  following  use  for  nighttime  seda- 
tion. This  potential  may  exist  for  several  days  fol- 
lowing discontinuation.  Caution  against  hazardous 
occupations  requiring  complete  mental  alertness 
(e.g.,  operating  machinery,  driving).  Potential 
impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recom- 
mended for  use  in  persons  under  15  years  of  age. 
Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with 
gradual  tapering  of  dosage  for  those  patients  on 
medication  for  a prolonged  period  of  time.  Use 
caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated  patients,  it 
is  recommended  that  the  dosage  be  limited  to  15  mg 
to  reduce  risk  of  oversedation,  dizziness,  confu- 
sion and/or  ataxia.  Consider  potential  additive 
effects  with  other  hypnotics  or  CNS  depressants. 
Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suici- 
dal tendencies,  or  in  those  with  impaired  renal  or 
hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated 
patients.  Severe  sedation,  lethargy,  disorientation 
and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported.  Also  reported: 
headache,  heartburn,  upset  stomach,  nausea,  vom- 
iting, diarrhea,  constipation,  Gl  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weakness, 
palpitations,  chest  pains,  body  and  joint  pains  and 
GU  complaints.  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burn- 
ing eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria,  depres- 
sion, slurred  speech,  confusion,  restlessness,  hallu- 
cinations, and  elevated  SGOT,  SGPT,  total  and  direct 
bilirubins,  and  alkaline  phosphatase;  and  paradoxi- 
cal reactions,  eg.,  excitement,  stimulation  and 
hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage;  15  mg  may  suf- 
fice in  some  patients.  Elderly  or  debilitated 
patients:  15  mg  recommended  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HC1. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


NEWS/PRODUCTS, 
PROGRAMS,  ETC. 


Information  on  various  products,  programs,  etc.,  is 
received  regularly  by  the  ims  journal.  Here  are 
short  items  sifted  from  the  mail  by  the  Scientific 
Editor.  A reference  to  a specific  product  is  not  in- 
tended to  suggest  any  particular  endorsement.  Ad- 
ditional information  on  any  entry  may  be  obtained  by 
contacting  the  ims  journal. 

ONCE  A DAY  THERAPY  — G.  D.  Searle  & Co.  has 
announced  U.S.  Food  and  Drug  Administra- 
tion approval  to  market  Nitrodisc™,  a new 
once-a-day  nitrate  transdermal  therapy  for  the 
prevention  and  treatment  of  angina  attacks. 
The  patented  product  utilizes  a novel  delivery 
system  to  provide  a continuous  supply  of  ni- 
troglycerin through  the  skin  for  at  least  24 
hours.  Nitrodisc  consists  of  nitroglycerin  mi- 
crosealed  in  a solid  silicone  polymer,  which  is 
bonded  to  a flexible  adhesive  pad.  The  product 
is  placed  daily  on  the  chest  or  inner  surface  of 
the  upper  arm,  and  the  drug  is  absorbed  at  a 
constant  and  controlled  rate  through  the  skin 
to  help  protect  against  angina  attacks. 


NEW  NASAL  INHALER  — Schering  Corporation 
recently  released  Vancenase™  Nasal  Inhaler, 
used  to  treat  seasonal  (hay  fever)  and  peren- 
nial rhinitis.  This  prescription  product,  chemi- 
cally known  as  beclomethasone  dipropionate, 
is  packaged  in  a metered-dose  aerosal  metal 
canister  which  produces  200  actuations 
(doses).  Vancenase  Nasal  Inhaler  is  indicated 
for  patients  who  respond  poorly  to  conven- 
tional treatment.  The  package  literature  should 
be  consulted  for  possible  contraindications  and 
adverse  effect. 

AEROSOL  ON  MARKET  — Proventil®,  a broncho- 
dilator  aerosol  used  to  treat  reversible  obstruc- 
tive airway  disease,  has  been  placed  on  the 
market  by  Schering  Laboratories.  The  active 
ingredient,  albuterol,  is  a beta2-adrenergic 
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Dr.  James  R.  Paulson,  Grinnell,  recently 
addressed  the  Grinnell  Kiwanis  Club.  His  topic 
"Super  Health  2000."  . . . Dr.  Stephen  Smith 
has  joined  Dr.  Donald  Flory  in  family  practice 
in  Indianola.  Dr.  Smith  received  the  M.D.  de- 
gree at  the  U.  of  I.  College  of  Medicine  and 
completed  his  family  practice  residency  in 
Davenport.  Dr.  William  P.  Garred,  Onawa, 
was  guest  speaker  at  a recent  meeting  of  the 
Burgell  Memorial  Hospital  Auxiliary.  Dr.  Gar- 
red  discussed  the  menopause.  . . . Dr.  David 
Clark  will  join  Dr.  Robert  Haakenson  in  the 
Forest  City  office  of  the  Park  Clinic  in  July.  Dr. 
Clark  received  the  M.D.  degree  at  the  U.  of  I. 


NEWS/PRODUCTS,  PROGRAMS,  ETC. 

(Continued  from  page  337) 


which  has  been  available  for  some  time  in 
Canada,  The  United  Kingdom,  Western 
Europe,  Asia  and  South  America.  The  micro- 
crystalline suspension  of  albuterol  is  packaged 
in  a metered  dose  aerosol  unit  for  oral  inhala- 
tion. Although  a low  incidence  of  adverse  side 
effects  have  been  reported,  the  prescribing 
physician  should  be  fully  aware  of  the  product 
information  statements. 

NEW  SUPPLEMENT  — Griner,  P.  F„  Mayewski, 
R.  J.,  Mushlin,  A.  I.,  and  Greenland,  P., 
SELECTION  AND  INTERPRETATION  OF  DI- 
AGNOSTIC TESTS  AND  PROCEDURES: 
PRINCIPLES  AND  APPLICATIONS,  Ann. 
Int.  Med.  (Supplement),  94:557-600,  1981.  This 
supplement  covers  the  principles  of  diagnostic 
test  selection.  It  examines  the  purposes  and 
characteristics  of  diagnostic  tests.  The  inter- 
pretation of  tests  is  studied  with  predictive 


College  of  Medicine  and  completed  his  family 
practice  residency  in  Rockford,  Illinois.  He  is 
currently  completing  a two-year  contract  with 
the  National  Health  Service  Corps  in  Eldorado 
Springs,  Missouri. 


New  officers  of  the  Iowa  Thoracic  Society  are 
— Dr.  Greg  Hicklin,  Des  Moines,  president; 
Dr.  George  Caudill,  Des  Moines,  president- 
elect; and  Dr.  Craig  Bainbridge,  Sioux  City, 
secretary-treasurer.  . . . Dr.  J.  G.  McCarroll, 
Fort  Dodge,  was  guest  speaker  at  a recent 
meeting  of  the  Wright  County  Medical  Society. 
Dr.  McCarroll's  topic  "Facts  and  Fallacies  in 
Ob-Gyn."  . . . Dr.  Kenneth  D.  Dolan,  Iowa 
City,  recently  was  elected  president  of  the 
Iowa  Radiological  Society  and  Dr.  Dale  Rober- 
son, Cedar  Rapids,  president-elect.  . . . Dr. 
J.  R.  Mincks,  Bloomfield,  reported  on  a recent 
positive  meeting  of  the  Davis  County  Medical 
Society  and  the  Davis  County  Ministerial  Asso- 
ciation. Physicians  and  clergy  shared  their 
ideas  to  improve  physical,  emotional  and  spir- 
itual care  among  patients  in  the  Davis  County 
Hospital. 


values  noted,  along  with  how  factors  other 
than  disease  may  influence  the  tests.  Finally, 
these  principles  are  applied  through  diagnostic 
exercises  to  show  what  general  diagnostic 
strategies  are  proposed.  This  manual  will  help 
(1)  select  tests  and  procedures  in  a cost- 
effective  manner,  and  (2)  make  interpretations 
more  efficiently. 


FREE  INFO  ON  DES  — Publications  available 
without  charge  from  National  Cancer  Institute 
include  information  for  the  patient  and  the 
public:  1)  Questions  and  answers  about  DES 
exposure  during  pregnancy  and  after  birth;  2) 
Were  you  or  your  daughter  or  son  born  after 
1940?  And,  for  the  physician:  1)  Prenatal  di- 
ethylstilbesterol  (DES)  exposure:  recom- 
mendations of  the  DESAD  project;  2)  Atlas  of 
findings  in  the  human  female  after  intrauterine 
exposure  to  diethylstilbesterol.  Send  requests 
to:  Office  of  Cancer  Communications,  Depart- 
ment DES,  Building  31,  Room  10A19,  National 
Cancer  Institute,  Bethesda,  Maryland  20205. 
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Dr.  Edward  G.  Nassif,  Ames,  recently  re- 
ceived the  American  Lung  Association  of 
Iowa's  Brophy  Award  for  outstanding  volun- 
teer achievement.  . . . Dr.  Sawat  Phruttitum 
recently  began  family  practice  at  the  Rural 
Health  Clinic  in  Jesup.  A native  of  Thailand,  he 
received  his  medical  education  at  Chiangmai 
University  in  Thailand;  interned  at  St.  Francis 
Hospital  in  Evanston,  Illinois  and  served  his 
surgery  residency  at  Good  Samaritan  Hospital 
in  Cincinnati,  Ohio.  He  then  returned  to  Thai- 
land for  6 years.  Upon  his  return  to  the  United 
States  in  1981,  Dr.  Phruttitum  located  in 
Sigourney,  Iowa.  . . . Three  doctors  will  come 
to  Bloomfield  later  this  year.  Dr.  Ron  Myrom 
will  join  the  Gilfillan  Clinic  in  July.  Dr.  Myrom 
received  the  M.D.  degree  at  the  University  of 
Minnesota.  His  specialty  is  internal  medicine. 
Dr.  Patrick  Shu  will  be  in  the  private  practice 
of  obstetrics  and  gynecology.  Dr.  Greg  Bailey 
will  open  a solo  family  practice.  Dr.  Shu  and 
Dr.  Bailey  received  their  medical  training  in 
Toronto,  Canada.  . . . Dr.  Sulpico  B.  Uy 
joined  the  Denison  Primary  Care  Center  in 
May.  A native  of  the  Philippines,  Dr.  Uy  re- 
ceived the  M.D.  degree  at  Manila  Central  Uni- 


versity College  of  Medicine  and  served  a 
surgery  residency  at  San  Pedro  Hospital  in 
Davao  City.  Following  residencies  in  general 
medicine  and  surgery  in  the  United  States  and 
Canada,  Dr.Uy  began  private  practice  in  New 
Brunswick,  Canada.  He  became  a permanent 
resident  of  the  United  States  in  1975  and  since 
1981  has  operated  a family  practice  in  Des 
Moines,  Iowa. 


Dr.  James  W.  Rathe,  Waverly,  recently 
attended  the  1982  Leadership  Conference  of 
the  American  Society  of  Internal  Medicine  in 
Albuquerque,  New  Mexico.  Dr.  Rathe  is  presi- 
dent of  the  Iowa  Society  of  Internal  medicine. 

. . . Dr.  Robert  C.  Larimer,  Sioux  City,  recent- 
ly participated  in  a symposium  at  Harvard 
Medical  School  in  Cambridge,  Massachusetts. 
Dr.  Larimer's  topic  was  “Solo  Practitioner  — 
Internal  Medicine."  . . . Dr.  Roger  Davidson 
recently  joined  Dr.  L.  V.  Larsen  and  Dr. 
Wing-Tai  Fung  in  Harlan.  Dr.  Davidson  re- 
ceived the  M.D.  degree  at  U.  of  I.  College  of 
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FOR  ALL  YOUR  MEDICAL  SUPPLY  & HOME  CONVALESCENT  NEEDS 


Wheel  Chairs 
Hospital  Beds 
All  Purpose 
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Walkers  — Commodes 
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Surgical  Pads 
Combine  Roles 
Under  Pads 
Adult  Plastic  Pants 
Oxygen  Supplies 
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Lab  Supplies 
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Catheters 
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“ After  the  Sale  . . . it's  the  Service  that  Counts.  ” 
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Branch  Office:  PH  515/274-4015 
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STAFFS 


PERMA  STAMP®  pre-inked  hand  stamps 
are  the  perfect  time  saving  prescription  for 
all  medical  staffs.  They  require  no  stamp 
pad;  cutting  marking  time  in  half.  No  more 
ink  pad  mess  either.  JUST  THOUSANDS  & 
THOUSANDS  OF  CRISP,  CLEAN  IM- 
PRESSIONS. Custom  imprints  to  meetyour 
specific  needs  or  stock  imprints  available. 

Want  it  on  paper,  fast,  readable  time  after 
time  ...  try  Perma-Stamp®. 


PERMA 


Order  from  your  local  office 
_ _ _ ^ supply  store  or  direct  from  Des 
Itf/ffii  I'M  i#  Moines  Stamp  ...Iowa's  only 
Perm-Stamp  manufacturer 

DES  MOINES  STAMP  MFG.  CO. 

Manufacturers  of  Marking  Products  Since  1880 
851  Sixth  Ave.  Box  1798  Des  Moines,  Iowa  50306 
Phone:(515)288-7248 


Medicine  and  served  his  family  practice  res- 
idency at  St.  Mary's  Hospital  Medical  Center  in 
Madison,  Wisconsin.  . . . Dr.  Noel  Robitaille 
and  Dr.  Ron  Abbott,  former  Waterloo  physi- 
cians, recently  began  family  practice  in  La 
Porte  City.  Dr.  Robitaille  received  the  M.D. 
degree  at  Laval  University  in  Quebec,  Canada. 
He  served  with  the  Royal  Air  Force  as  medical 
officer  and  engaged  in  private  practice  in 
Ontario,  prior  to  locating  in  Waterloo.  Dr. 
Abbott  received  the  M.D.  degree  at  Glasgow 
University  in  Scotland.  He  practiced  in  Canada 
for  several  years,  prior  to  locating  in  North 
Dakota  and  later  Waterloo. 


Dr.  David  Swieskowski  has  joined  Dr.  Thom- 
as Peacock  in  family  practice  in  Des  Moines. 
Dr.  Swieskowski  received  the  M.D.  degree  at 
theU.  of  I.  College  of  Medicine  and  completed 
his  family  practice  residency  at  Broadlawns 
Medical  Center  in  Des  Moines.  . . . Dr.  Wil- 
liam B.  Bean,  Emeritus  Professor  of  Medicine 
and  Sir  William  Osier  Professor  at  the  U.  of  I. 
College  of  Medicine,  received  the  Robert  Wil- 
liams Award  for  Distinguished  Chairman  of 


Departments  of  Medicine  at  a recent  meeting 
of  the  Association  of  Professors  of  Medicine  in 
Washington,  D.C. 


Dr.  S.  Donald  Zaentz,  Ames,  was  guest  speak- 
er at  a recent  meeting  of  the  Boone  and  Story 
County  Medical  Societies.  Dr.  Zaentz  spoke  on 
"Current  Concepts  in  Lung  Cancer."  . . . Dr. 
Robert  T.  Soper,  U.  of  I.  professor  of  surgery 
and  director  of  pediatric  surgery,  has  been 
elected  vice  president-general  surgery  of  the 
Pan  Pacific  Surgical  Association.  . . . Dr.  Jack 
Dodd,  Ames,  recently  was  named  president- 
elect of  the  Iowa  Psychiatric  Society.  . . . Dr. 
Christopher  S.  Clark  and  Dr.  James  S.  Brooks 
began  the  practice  of  psychiatry  at  the  Ottum- 
wa Clinic  in  July.  Dr.  Clark  received  the  M.D. 
degree  at  Yale  Medical  School  and  interned  at 
the  University  of  Oregon  Health  Sciences  Cen- 
ter. Following  his  psychiatry  residency  at  Yale 
Medical  School,  Dr.  Clark  served  as  a child 
psychiatry  fellow  at  the  University  of  Washing- 
ton School  of  Medicine  in  Seattle.  Dr.  Brooks 
received  the  M.D.  degree  at  Wayne  State  Uni- 
versity; interned  and  served  his  psychiatric 
residency  at  the  University  of  Colorado  Medic- 
al Center  in  Denver.  Prior  to  locating  in  Ottum- 
wa, Dr.  Brooks  was  a staff  psychiatrist  at  Col- 
orado State  University  in  Pueblo. 


Dr.  John  R.  Carroll  recently  began  family  prac- 
tice at  the  Carroll  Medical  Center.  A native  of 
Sibley,  Dr.  Carroll  received  the  M.D.  degree  at 
the  U . of  I.  College  of  Medicine,  and  completed 
his  family  practice  residency  at  Michael  Hos- 
pital in  Milwaukee,  Wisconsin.  . . . Dr.  Robert 
W.  Thorbrogger  recently  was  appointed  staff 
radiologist  at  hospitals  in  Hartley,  Primghar, 
Sheldon  and  Sibley.  Dr.  Thorbrogger  received 
the  M.D.  degree  at  the  U.  of  I.  College  of  Medi- 
cine and  completed  his  radiology  residency  at 
the  University  of  Minnesota  Hospitals  where 
he  served  as  chief  resident  in  his  final  year.  . . . 
Dr.  Chule  Auh,  director  of  training,  Cherokee 
Mental  Health  Institute,  recently  resigned  that 
position  to  enter  the  private  practice  of 
psychiatry  in  Sioux  City.  A member  of  the  staff 
at  the  Cherokee  MHI  since  1970,  Dr.  Auh  will 
be  associated  with  Dr.  Richard  Satterfield  and 
the  Sioux  City  Family  Practice  Residency  Pro- 
gram. 
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with  this  new 
software  program. 
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DEATHS 

Dr.  Faye  Lewis,  86,  longtime  Webster  City 
physician,  died  June  10  at  the  Hamilton  Coun- 
ty Hospital  in  Webster  City.  Dr.  Lewis  received 
the  M.D.  degree  at  St.  Louis  University  School 
of  Medicine,  where  she  was  the  first  woman 
medical  graduate,  and  interned  in  Halstead, 
Kansas.  In  May,  1982,  Dr.  Lewis  was  selected 
by  the  Webster  City  Business  and  Professional 
Women  as  the  outstanding  business  woman  of 
the  past  125  years.  This  title  was  bestowed  at 
the  community's  125th  anniversary  in  recogni- 
tion of  her  contributions  during  many  of  those 
years.  A former  columnist  for  the  FREEMAN- 
JOURNAL,  Dr.  Lewis  also  published  two 
books,  "Doc's  Wife,"  and  "Nothing  to  Make  a 
Shadow."  She  was  a member  of  the  Quill  Club, 
the  Women's  Club,  the  Business  and  Profes- 
sional Women's  Club  and  a 25-year  member  of 
the  Kendall  Young  Library  Board. 

Dr.  William  M.  Crawford,  66,  Burlington, 
died  June  27  at  the  Burlington  Medical  Center. 
Dr.  Crawford  received  the  M.D.  degree  at 
Glasgow  University  Medical  School  in  Glas- 


gow, Scotland.  A resident  of  Burlington  since 
1949,  he  was  a member  of  the  American 
Psychiatric  Society,  and  director  of  the  Des 
Moines  County  Mental  Health  Center  from  its 
establishment  in  1949  until  April,  1959. 

Dr.  Cecil  Hamilton,  79,  Ames,  died  June  5 at 
an  Ames  Medical  Center.  Dr.  Hamilton  re- 
ceived the  M.D.  degree  at  the  U.  of  I.  College  of 
Medicine.  Following  25  years  of  medical  prac- 
tice in  Garner,  he  joined  the  Iowa  State  Uni- 
versity Student  Health  Service,  retiring  in 
1973.  Dr.  Hamilton  was  a past  president  of  the 
American  Academy  of  Family  Physicians, 
Iowa  Chapter. 

Dr.  Bernard  R.  Goldman,  57,  Davenport,  died 
June  26  at  Mercy  Hospital  in  Davenport.  Dr. 
Goldman  received  the  M.D.  degree  at  the  Uni- 
versity of  Illinois  College  of  Medicine;  interned 
and  served  his  internal  medicine  residency  at 
Cook  County  Hospital  in  Chicago.  Following 
military  service  in  the  U.  S.  Air  Force,  he 
joined  Dr.  Cecil  Zukerman  in  private  practice 
in  Davenport.  Dr.  Goldman  was  a member  of 
the  American  Society  of  Internists. 


CARE  FOR  YOUR  COUNTRY. 

As  an  Army  Reserve  physician,  you  can  serve 
your  country  and  community  with  just  a small  investment 
of  your  time.  You  will  broaden  your  professional  expe- 
rience  by  working  on  interesting  medical  projects  in  your 
community.  Army  Reserve  service  is  flexible,  so  it  won’t 
interfere  with  your  practice.  You’ll  work  and  consult  with  top 
physicians  during  monthly  Reserve  meetings.  You’ll  also 
attend  funded  continuing  medical  education  programs.  You 
will  all  share  the  bond  of  being  civic-minded  physicians  who 
are  also  commissioned  officers.  One  important  benefit  of  being  an  officer  is 
the  non-contributory  retirement  annuity  you  will  get  when  you  retire  from  the 
Army  Reserve.  To  find  out  more,  simply  call  the  number  below. 


ARMY  RESERVE.  BE  ALL  YOU  CAN  BE. 

Call  Collect:  CPT  John  M.  Bray  — (612)  354-7702/7328 
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CLASSIFIED  ADVERTISING 


CLASSIFIED  ADVERTISING  RATE  — $2  per  line , $20  mini- 
mum per  insertion.  NO  CHARGE  TO  MEMBERS  OF  IOWA 
MEDICAL  SOCIETY.  Copy  deadline  — 1st  of  the  month 
preceding  publication. 


FAMILY  PHYSICIAN  WANTED  — to  join  three  Board  Certified 
Family  Physicians  in  a young  and  growing  medical  practice  in  Central 
Minnesota.  The  practice  is  oriented  toward  Family  Practice  Medicine 
and  located  centrally  in  the  state  with  quick  access  to  the  Minneapolis- 
St.  Paul  area.  Both  practices  are  a short  distance  from  the  St.  Cloud  area 
and  our  physicians  use  the  St.  Cloud  Hospital  for  hospitalization  of  their 
patients.  Cultural  and  recreational  activities  are  abundant  in  this  area  of 
Minnesota.  The  salary  and  fringe  benefits  are  open  and  negotiable.  If 
interested,  please  contact  Thomas  J.  Newton,  M.D.,  Medical  Director,  or 
contact  Daryl  G.  Mathews,  Administrator,  at  either  the  St.  Joseph  or 
Cold  Spring  Medical  Clinics,  26  North  Red  River  Avenue,  Cold  Spring, 
Minnesota  56320,  or  call  collect  612/685-8641  or  612/363-7765  in  St. 
Joseph,  Minnesota. 


CENTRAL  WISCONSIN  — 50-physician  multi-specialty  group  has 
openings  for  physicians  in  the  following  specialties  — Otolaryngology, 
OB/GYN,  Cardiology,  Neuroradiologist  and  General  Surgery  with  a 
fellowship  training  in  Peripheral  Vascular  Surgery.  Competitive  first 
year  salary,  incentive  plan  thereafter.  Comprehensive  fringe  benefits. 
New  facility  near  new  hospital.  Located  in  beautiful,  quiet,  central 
Wisconsin  metropolitan  area  of  65,000.  Recreational  opportunities  abun- 
dant. For  more  information  contact  K.  L.  Day,  M.D.,  Wausau  Medical 
Center,  S.C.,  2727  Plaza  Drive,  Wausau,  Wisconsin  54401  or  call  collect 
715/847-3351. 


FOR  SALE  — Doro  phone  answering  and  central  dictating  unit  — 
regular  and  mini  cassette.  In  good  working  condition.  $400.  For  further 
information,  call  319/277-6302. 


INTERNAL  MEDICINE  SPECIALIST  NEEDED  — We  are  interested 
in  adding  a second  internist  to  our  physician  staff.  We  believe  our 
opportunity  to  be  very  unique  and  challenging  to  a new  internal  medi- 
cine specialist.  Internal  medicine  in  Muscatine  is  a pleasant  and  stimu- 
lating blend  of  primary  care  and  referral  work.  Our  group  practice  offers 
continued  contact  with  the  University  of  Iowa  through  the  Internal 
Medicine  Department.  Our  physician  staff  consists  entirely  of  young, 
progressive,  primary  care  professionals  who  are  primarily  interested  in 
providing  innovative,  high  quality  health  care  to  the  community  and 
surrounding  referral  area.  Contact  Michael  Sundall,  Clinic  Administra- 
tor, Muscatine  Health  Center,  Inc.,  1514  Mulberry  Avenue,  Muscatine, 
Iowa  52761.  319/264-3258. 


FAMILY  PRACTICE  PHYSICIAN/OR  PRIMARY  CARE  ORIENTED 
INTERNIST  — To  join  2 family  practice  physicians  and  a board  certified 
surgeon  in  a group  practice.  Located  in  a community  of  2,500  in  south- 
west Minnesota.  This  medical  clinic  is  supported  by  a modern  30-bed 
acute  care  hospital  and  138-bed  skilled  long  term  care  facility.  Guaran- 
teed first  year  income,  will  pay  travel  expenses  for  interview.  Interested 
physicians  send  curriculum  vitae  to  William  Wilson,  Administrator, 
Springfield  Community  Hospital,  P.  O.  Box  146,  Springfield,  Minnesota 
56087  or  call  Collect  507/723-4215  for  more  information. 


WOULD  YOU  SELL  YOUR  PRACTICE  FOR  A YEAR'S  SALARY  OR 
MORE?  Physicians  with  an  established  practice  in  key  areas  can  receive 
excellent  returns  if  they  decide  to  sell  their  practice.  For  more  informa- 
tion, call  FirstCare,  Inc.  816/587-1850. 


PRACTICE  OPPORTUNITIES  — Health  Resources  has  long-term 
career  opportunities  and  short-term  locum  tenens  positions  available. 
Please  send  CV  in  confidence  to:  Dr.  Ron  Hammerle,  Health  Resources, 
Ltd.,  River  Road  Professional  Bldg.,  Box  12220,  Kansas  City,  Missouri 
64152.  816/587-0920. 


DOCTORS  NEEDED  — In  Wisconsin,  Minnesota,  and  Iowa,  all  spe- 
cialties, all  locations.  For  confidential  information,  mail  your  C.V.  to 
Medicus,  1525  Wisconsin  Avenue,  Grafton,  Wisconsin  53024. 


UROLOGIST  AND  OPHTHALMOLOGIST  OPENING  — Medical 
building  offers  choice  of  solo  practice  or  joining  group.  Excellent  referral 
base,  located  next  door  to  county  hospital.  Can  arrange  either  solo  needs, 
salary  or  incentive  in  same  facility.  4-year  college,  new  large  industry, 
3,000  acre  lake.  Contact  D.  Pritchard,  Buena  Vista  Clinic,  P.C.,  Box  742, 
Storm  Lake,  Iowa  50588.  712/732-5030. 


FAMILY  PRACTITIONER  WANTED  FOR  MANSON,  IOWA  — 
Branch  of  Fort  Dodge  Medical  Center.  Active,  viable  practice  in  a stable, 
supportive  community  of  2,500  with  full  association  with  large  multi- 
specialty group.  First  year  guaranteed  salary  plus  incentive  and  all 
corporate  fringe  benefits.  Strong  preference  for  physician  to  live  in 
Manson.  Practice  available  as  early  as  September  1,  1982.  For  more 
information,  contact  Gerald  Moore,  Administrator,  Fort  Dodge  Medical 
Center,  P.C.,  300  South  Kenyon  Road,  Fort  Dodge,  Iowa  50501.  515/ 
573-4141. 


INTERNAL  MEDICINE  PRACTICE  FOR  SALE  — Midwestern  city  of 
100,000  with  metropolitan  area  of  350,000.  Hour  from  major  university 
and  medical  school.  Physical  facilities  include  lab,  EKG,  and  X-ray. 
Easily  expanded  for  partner.  All  medical  and  surgical  specialties  repre- 
sented. 300-bed  hospital  10  minutes  from  office.  For  additional  informa- 
tion, phone  913/432-0730. 


FAMILY  PRACTITIONER  — Partner  in  family  practice  — board  certi- 
fied or  eligible.  Practice  includes  OB  and  PEDS.  Located  in  beautifully 
scenic  college  community  in  northeast  Iowa.  Ten-year-old  JCAH  97-bed 
hospital  affiliated  with  Rochester  Methodist  Hospital,  Rochester,  Min- 
nesota. Please  call  or  write  Drew  Pellett,  M.D.,  101  College  Drive, 
Decorah,  Iowa  52101.  319/382-2694. 
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PHYSICIANS’  DIRECTORY 


ALLERGY 


RICHARD  L.  COOLEY,  M.D. 
PARK  CLINIC 
MASON  CITY 
515/421-5677 


CARDIOLOGY 


CARDIOLOGY  CONSULTANTS,  P.C. 

A.  L.  CHUGHTAI,  M.D.,  F.A.C.C. 

M.  L.  KWATRA,  M.D. 

1028  FOURTH  STREET 
DES  MOINES  50314 
515/244-1352 
PRACTICE  LIMITED  TO 
CARDIOVASCULAR  DISEASES  — ALL 
INVASIVE  AND  NONINVASIVE 
PROCEDURES 


DERMATOLOGY 


ROBERT  J.  BARRY,  M.D. 

1030  FIFTH  AVE.,  S.E. 

CEDAR  RAPIDS  52403 
319/366-7541 

PRACTICE  LIMITED  TO  DISEASES, 
CANCER  AND  SURGERY  OF  SKIN 

ROGER  I.  CEILLEY,  M.D. 

J.  WILLIAM  HOLTZE,  M.D. 

1212  PLEASANT,  SUITE  402 
DES  MOINES  50309 
515/244-0136 

DERMATOLOGY,  DERMATOLOGIC 
SURGERY  AND  MOHS’ 
CHEMOSURGERY  FOR  SKIN  CANCER 

RANDALL  R.  MAHARRY,  M.D. 

1212  PLEASANT,  SUITE  406 
DES  MOINES  50309 
515/243-86766 

ROBERT  R.  SCHULZE,  M.D. 

3836  BEAVER 
DES  MOINES  50310 
515/277-6377 

DERMATOLOGY  AND  DERMATOLOGIC 
SURGERY 

S.  D.  MARTY,  M.D. 

P.  M.  SCHAP,  M.D. 

PARK  CLINIC 
MASON  CITY 
515/421-5620 


DERMATOPATHOLOGY 


ASSOCIATED  PATHOLOGISTS,  P.C. 
KINGSLEY  B.  GRANT,  M.D. 

DERMATOPATHOLOGY 

ROGER  C.  UNDO,  M.D. 

J.  MARTIN  JOHNSON,  M.D. 

1026  A.  AVENUE,  N.E. 

CEDAR  RAPIDS  52402 
319/369-7002 
ANATOMIC  AND  CLINICAL 
PATHOLOGY 


ELECTRODIAGNOSIS 


BURTON  STONE,  M.D. 

BURLINGTON  MEDICAL  CENTER 
2910  MADISON  AVENUE 
BURLINGTON  52601 
319/754-7841 

ELECTROMYOGRAPHY  & NERVE 
CONDUCTION  VELOCITY  STUDIES, 
PHYSICAL  MEDICINE  & 
REHABILITATION,  KLEIN 
REHABILITATION  UNIT 


GASTROENTEROLOGY 


DIAGNOSTIC  GASTROENTEROLOGY 
ASSOCIATES,  P.C. 

Y.  PRUSAK,  M.D. 

HARVEY  GILLER,  D.O. 

JEFFREY  STAHL,  M.D. 

943  19TH 
DES  MOINES  50311 
515/288-6097 
PRACTICE  LIMITED  TO 
GASTROENTEROLOGY  AND 
GASTROINTESTINAL  ENDOSCOPY 

JAMES  P.  GOULD,  M.D. 

COLONY  PARK  BLDG. 

37TH  AND  WOODLAND 
WEST  DES  MOINES  50265 
515/225-3122 
PRACTICE  LIMITED  TO 
GASTROENTEROLOGY 


GYNECOLOGY-ONCOLOGY 


FARSHAD  AGAHI,  M.D. 
PARK  CLINIC 
MASON  CITY 
515/421-5625 


HEMATOLOGY-ONCOLOGY 


JASJEET  SANGHA,  M.D. 

3118  BROCKWAY  ROAD 
WATERLOO  50701 
319/235-7774 

PRACTICE  LIMITED  TO  HEMATOLOGY 
AND  MEDICAL  ONCOLOGY 


INTERNAL  MEDICINE 


RALPH  R.  PRAY,  M.D.,  F.A.C.P. 

1221  CENTER  STREET,  SUITE  15 
DES  MOINES  50309 
515/282-8343 

CHEST,  INFECTIOUS 
DISEASES  & INTERNAL 
MEDICINE  ASSOCIATES,  P.C. 

ROGER  T.  LIU,  M.D. 

INTERNAL  MEDICINE  & PULMONARY 
DISEASES 

DANIEL  H.  GERVICH,  M.D. 


INTERNAL  MEDICINE  & INFECTIOUS 
DISEASES 

1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


PULMONARY  MEDICINE 


PULMONARY  MEDICINE,  P.C. 
STEVEN  K.  ZORN,  M.D. 
GREGORY  HICKLIN,  M.D. 
4060  WESTOWN  PKWY. 
WEST  DES  MOINES  50265 
515/225-8452 


LEGAL  SERVICES 


MARK  D.  RAVREBY,  M.D.,  J.D. 
1001  OFFICE  PARK  RD. 

WEST  DES  MOINES  50265 
515/225-2979 


NEONATOLOGY 


S.  SAHU,  M.D.,  F.A.A.P. 
NEWBORN  SPECIALIST,  P.C. 
MERCY  MEDICAL 
PLAZA,  SUITE  304 
DES  MOINES  50314 
24  HOUR  515/244-0377 


NEUROLOGY 


ALFREDO  D.  SOCARRAS,  M.D. 

421  LAUREL,  SUITE  408 
DES  MOINES  50314 
515/283-0605 

NEUROLOGY  & ELECTROMYOGRAPHY 

NEUROLOGICAL  ASSOCIATES  OF 
DES  MOINES,  P.C. 

MICHAEL  J.  STEIN,  D.O.,  JOSEPH  M.  DORO, 
D.O.,  DAVID  L.  FRIEDGOOD,  D.O. 

1440  EAST  GRAND  AVENUE,  SUITE  2-C 
DES  MOINES  50316 
515/262-3156 

NEUROLOGY,  ELECTROMYOGRAPHY, 
ELECTROENCEPHALOGRAPHY 


NEUROSURGERY 


NEURO-ASSOCIATES,  P.C. 

JOHN  T.  BAKODY,  M.D.,  ROBERT  C.  JONES, 
M.D.,  STUART  R.  WINSTON,  M.D. 

1034  FOURTH 
DES  MOINES  50314 
515/283-2217 
PRACTICE  LIMITED  TO 
NEUROSURGERY 

JAMES  R.  LAMORGESE,  M.D. 

411  10TH  STREET  S.E. 

CEDAR  RAPIDS  52403 
319/366-0481 

PRACTICE  LIMITED  TO 
NEUROSURGERY 

HOSUNG  CHUNG,  M.D. 

3324  KIMBALL  AVENUE 
WATERLOO  50702 
319/232-8756 

PRACTICE  LIMITED  TO 
NEUROSURGERY 
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FRANK  M.  HUDSON,  M.D. 

1221  CENTER 
DES  MOINES  50309 
515/244-3174 

PRACTICE  LIMITED  TO 
NEUROSURGERY 

EUGENE  E.  HERZBERGER,  M.D. 
MERCY  DRIVE 
DUBUQUE  52001 
319/557-1550 

PRACTICE  LIMITED  TO 
NEUROSURGERY 


OPHTHALMOLOGY 


WOLFE  CLINIC,  P.C. 

OTIS  D.  WOLFE,  M.D.,  RUSSELL  H.  WATT,  M.D., 
JOHN  M.  GRAETHER,  M.D.,  RUSSELL  R. 
WIDNER,  M.D.,  GILBERT  W.  HARRIS.  M.D.. 
JAMES  A.  DAVISON,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1565 

OPHTHALMIC  ASSOCIATES,  P.C. 

ARTHUR  C.  WISE,  M.D.,  ROBERT  D.  WHINERY, 
M.D.,  STEPHEN  H.  WOLKEN,  M.D. 

2409  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3623 


NORTH  IOWA  EYE  CLINIC,  P.C. 

HARRY  W.  ALCORN,  M.D.,  ADDISON  W. 
BROWN,  JR.,  M.D.,  M.  L.  LONG,  M.D. 
1307  6TH  STREET,  S.W. 

MASON  CITY  50401 
515/423-8861 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA,  M.D.,  JAMES  W.  WHITE, 
M.D.,  GERALD  J.  COLLINS,  M.D.,  JAMES  E. 
SPODEN,  M.D. 

1370  DODGE 
DUBUQUE  52001 
319/588-0506 


IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 
ROBERT  T.  BROWN,  M.D.,  ROBERT  G.  SMITS, 
M.D.,  EUGENE  PETERSON,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 


OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

939  OFFICE  PARK  RD.,  SUITE  121 
WEST  DES  MOINES  50265 
515/225-8665 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

THOMAS  OKNER,  M.D. 

PHILIP  SCHEINBERG,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 

EAR,  NOSE  AND  THROAT  SURGERY, 
HEAD  AND  NECK  SURGERY,  FACIAL 
PLASTIC  SURGERY 


PHILLIP  A.  LINGUIST,  D.O.,  P.C. 

1223  CENTER  SUITE  19 
DES  MOINES  50309 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


ORTHOPEDICS 


STEINDLER  ORTHOPEDIC  CLINIC 
WEBSTER  B.  GELMAN,  M.D.,  GERALD  W.  HOWE, 
M.D.,  JAMES  J.  PUHL,  M.D.,  EDWARD  A. 
DYKSTRA,  M.D.,  MICHAEL  M.  DURKEE,  M.D. 
2403  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3606 


PATHOLOGY 


CLINICAL  PATHOLOGY  LABORATORY 

C.  H.  DENSER,  JR.,  M.D.,  M.  A.  MESERVEY, 

M.D.,  A.  R.  PRADHAN,  M.D. 

1073  FIFTH 

DES  MOINES  50314 

515/283-1578 

Iowa  IN-WATS  800/362-5290 

SURGICAL  PATHOLOGY,  CLINICAL 
PATHOLOGY  INCLUDING 
HEMATOLOGY,  CLINICAL  CHEMISTRY 
AND  BACTERIOLOGY  — EXFOLIATIVE 
CYTOLOGY  — RADIOISOTOPES 

PATHOLOGY  ASSOCIATES,  P.C. 

ORLYN  ENGELSTAD,  M.D., 

HARRY  J.  KASSIS,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 
MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY. 


CLINICAL  LABORATORIES 

D.  W.  POWERS,  M.D.,  L.  C.  PANG,  M.D., 

C.  P.  GRYTE,  M.D. 

P.O.  BOX  1683 
AMES  50010 
515/233-2316 

CONSULTATION  IN  LABORATORY 
MEDICINE  AND  PATHOLOGY 


PSYCHIATRY 


J.  C.  N.  BROWN,  M.D. 
2416  TOWNCREST  DR. 
IOWA  CITY  52240 
319/338-7941 


SATTERFIELD  PSYCHIATRIC  ASSOCIATES,  P.C. 
2928  HAMILTON  BlVD. 

SIOUX  CITY  51 104 

712/277-2379 

800/352-4962 

PSYCHIATRIC  THERAPY  — ALL  AGES 

RICHARD  E.  PRESTON,  M.D. 

1221  CENTER  SUITE  8 
DES  MOINES  50309 
515/283-1221 

PRACTICE  LIMITED  TO  PSYCHIATRY  & 
NEUROLOGY 


CEDAR  CENTRE  PSYCHIATRIC  GROUP 
R.  PAUL  PENNINGROTH,  M.D.,  ROBERT  W. 
SHULTICE,  M.D.,  HUNTER  H.  COMLY,  M.D. 
CEDAR  RIVER  TOWER,  SUITE  133 
CEDAR  RAPIDS  52401 
319/365-3993 

ADULT  AND  CHILD  PSYCHIATRY 


JEAN  ARNOLD,  M.D.,  F.A.P.A. 
412  TENTH  AVENUE,  BOX  5036 
CORALVILLE  52241 
319/351-4196 

THERAPY— ALL  AGES 
COUPLE  COUNSELING 


ASSOCIATES  FOR  PSYCHIATRY  P.C. 

WM.  J.  MOERSHEL,  M.D.;  CHAS.  G.  WELLSO, 
M.D.;  EDICK  HARTUNIAN,  M.D.;  S.  ORTEGA, 
M.D.;  FRANCIS  A.  VASQUEZ,  M.D. 

717  A AVENUE,  N.E. 

CEDAR  RAPIDS  52402 
319/364-0116 

Telephone  answered  day  or  night 

ADULT  AND  CHILD  PSYCHIATRY 
MARRIAGE  AND  FAMILY  COUNSELING 
PSYCHOLOGICAL  TESTING 


SURGERY 


A.  B.  GRUNDBERG,  M.D. 

1515  LINDEN 

DES  MOINES  50309 

515/288-5759 

ORTHOPAEDIC  SURGERY,  SURGERY  OF 
THE  HAND 

N.  K.  PANDEYA,  D.O.,  P.C. 

1440  E.  GRAND,  SUITE  2B 
DES  MOINES  50316 
515/265-4251 

PLASTIC  SURGERY,  RECONSTRUCTIVE 
SURGERY  AND  HAND  SURGERY 

PLASTIC  SURGERY  INSTITUTE,  P.C. 

JAMES  0.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICRQVASCULAR  PLASTIC  SURGERY 

WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL.  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 

FACIAL  PLASTIC  AND 
RECONSTRUCTIVE  SURGERY 

SINESIO  MISOL,  M.D. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515/244-7272 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


UROLOGY 


A.  W.  WOODWARD,  M.D. 

31 16  BROCKWAY  RD. 
WATERLOO  50702 
319/236-3435 

PRACTICE  LIMITEDTO 
UROLOGY 
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In  The 

Public  Interest 


Medical  History 
Making 

History  happens  with  each  blink  of  the  eye. 

Around  the  world.  In  our  nation's  capi- 
tal. And  not  leastly,  in  Iowa  medical  care  deliv- 
ery. 

If  this  be  true,  still  and  all  most  of  us  fail  to 
appreciate  that  fact.  We  live  in  a today  mode. 
We  are  more  tuned  to  the  now  and  the  future. 
Oh,  the  past  may  be  good  for  occasional  rem- 
iniscing and  for  checking  on  our  progress.  But, 
regrettably,  speaking  in  societal  terms,  most  of 
us  assign  little  significance  to  the  recording  of 
history. 

Fortunately,  there  are  a few  stalwarts  who 
recognize  the  value  of  recording  what  has  hap- 
pened and  what  is  happening.  One  such  body 
exists  within  Iowa  medical  ranks.  This  small 
band  of  energetic  physicians  is  the  Iowa 
Medical  Society  Historical  Committee. 

The  members  of  this  active  unit  deserve  to  be 
named:  Paul  E.  Huston,  M.D.,  Iowa  City 
(chairman);  Marion  E.  Alberts,  M.D.,  Des 
Moines;  Glenn  C.  Blome,  M.D.,  Ottumwa; 
John  Martin,  M.D.,  Clarinda;  Adolph  L.  Sahs, 
M.D.,  Iowa  City;  Robert  A.  Sedlacek,  M.D., 
Cedar  Rapids;  John  G.  Thomsen,  M.D.,  Des 
Moines;  Clare  A.  Trueblood,  M.D.,  Indianola, 
and  Herbert  W.  Rathe,  M.D.,  Waverly. 

The  work  of  these  Iowa  physicians  is  dedi- 
cated in  part  to  a deceased  colleague  and  a 
former  committee  member.  The  late  Wallace 
Longworth,  M.D.,  of  Boone,  and  for  several 
years  prior  to  his  death  of  Ames,  was  a 
source  of  particular  inspiration  as  a co- 
chairman.  His  interest  in  and  zest  for  Iowa 
medical  history  was  infectious. 

So,  what  are  these  physicians  doing  to  pre- 
serve Iowa  medical  history? 

For  better  than  two  years  the  committee 
members  have  been  participating  directly  in  an 
"oral"  medical  history  project.  They  have  in- 
terviewed 40  Iowa  physicians  (approximately 
one  hour  each),  selected  from  varied  educa- 
tional and  practice  backgrounds. 

These  interviewees  come  from  rural  and  ur- 
ban settings,  from  different  types  of  practice, 
and  from  varied  responsibilities.  They  are 


In  the 


graduates  of  nine  different  medical  schools, 
and  they  represent  eight  medical  specialties. 

Of  the  40  taped  interviews,  36  have  been 
transcribed.  One  copy  of  each  interview  tran- 
script is  located  at  the  State  Historical  Society 
office  in  Iowa  City  and  one  is  at  Iowa  Medical 
Society  headquarters.  Approximately  800 
typed  pages  are  involved  totally. 

The  IMS  committee  has  received  valuable 
counsel  from  Michael  Gibson  of  the  State  His- 
torical Society.  In  turn,  Mr.  Gibson  credits  the 
commitee  with  amassing  some  excellent  in- 
formation for  interested  individuals  and  par- 
ticularly for  future  researchers  of  Iowa  medical 
history.  The  interviewees  were  asked  a series 
of  identical  questions  to  see  if  answer  patterns 
might  emerge  on  such  topics  as  technological 
advance,  medical  education,  socioeconomic 
concerns,  etc.  And  you  can  bet  the  personal 
anecdotes  of  40  physicians  (between  ages  53 
and  88)  are  certain  to  inform  and  amuse. 

As  a next  step  in  this  ongoing  project,  the 
committee  members  are  studying  the  re- 
sponses from  each  interview.  From  this  they 
are  preparing  summaries  to  cover  specific 
areas:  medical  advances,  medical  education, 
detrimental  factors  in  medicine,  elements  of 
professional  satisfaction,  etc.  These  summar- 
ies by  individual  committee  members  will  be 
published  periodically  in  the  journal  of  the 

IOWA  MEDICAL  SOCIETY. 

For  example,  the  summary  on  career  satis- 
faction reports  that  all  but  one  interviewee 
were  highly  gratified  over  their  selection  of 
medicine  as  a career.  The  ability  to  prolong  life 
and  relieve  suffering  was  cited  as  a main 
source  of  satisfaction,  and  with  some,  particu- 
larly those  practicing  in  more  recent  decades, 
the  increased  opportunity  to  prevent  disease 
was  emphasized.  The  eradication  of  polio  is 
noted  frequently  here. 

These  summaries  of  Iowa  medical  history 
will  make  interesting  reading.  Their  publica- 
tion in  the  ims  journal  will  contribute  further 
to  the  content  of  our  medical  care  annals. 

We  step  from  day  to  day  and  forget  much  of 
what  has  gone  before.  We  depend  on  the  his- 
torians to  furnish  a chronicle  of  our  times.  We 
are  indebted  to  the  IMS  Historical  Committee. 

August  1982 

Journal  of  the  Iowa  Medical  Society 
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PRESIDENT'S 

PRIVILEGE 


Probably  you've  talked  with  fellow  physi- 
cians about  the  recent  actions  of  our  State 
Insurance  Commissioner  relative  to  Blue 
Cross/Blue  Shield.  His  July  pronouncements 
have  been  covered  extensively  in  the  media. 
And,  as  this  is  written,  the  matter  is  alive  and 
pending. 

In  July  when  Blue  Cross/Blue  Shield  an- 
nounced a 32%  increase  in  health  coverage 
rates  for  some  28,000  state  employees,  the  de- 
cision gained  notoriety.  A state  committee 
headed  by  Commissioner  Foudree  decided  to 
resist  the  increase. 

Meetings  of  the  BC/BS  boards  have  fol- 
lowed. An  August  2 letter  from  BC/BS  asked 
Commissioner  Foudree  to  amend  his  order.  He 
was  asked  to  clarify  his  language  and  permit  a 
more  realistic  timetable.  This  is  where  the  sce- 
nario stands  as  this  is  written.  In  their  com- 
ments the  Blues  specified  a wish  to  retain  their 
right  to  contest  the  legality  of  the  Commission- 
er's actions. 

Some  observers  call  the  Commissioner's  ac- 
tions precipitous.  It's  true  the  efforts  of  various 
private  and  public  agencies  are  having  and  ex- 
pect to  have  a further  positive  effect  on  cost 
and  utilization.  Cited  for  their  work  are  the 
Iowa  Voluntary  Cost  Containment  Commit- 
tee, the  Governor's  Commission  on  Health 


Care  Costs,  the  Iowa  Foundation  for  Medical 
Care,  the  Iowa  Health  Systems  Agency,  etc. 

Others  say  that  talk  and  analysis  have  been 
abundant;  now  is  the  time  for  definitive  action 
as  the  Commissioner  proposes.  This  viewpoint 
is  predictable  and  deserves  consideration  in 
these  economic  times. 

Be  mindful  of  the  history.  Blue  Shield 
emerged  some  40  or  so  years  ago  as  the  physi- 
cians' plan  to  assist  citizens  of  varying  financial 
capability.  It  has  served  in  different  economic 
conditions,  yet  it  has  served.  And,  generally, 
Iowa  physicians  have  supported  its  basic 
objectives. 

This  history  underlies  our  human  wish  to 
provide  the  best.  However,  our  ability  to  fur- 
nish the  best  is  finite.  We  are  bumping  against 
our  limitations.  Our  advocacy  has  been  that  of 
deliberate  action.  Change  needs  to  follow  an 
evolutionary  path. 

Quality  comes  first , access  a close  second,  with 


President 
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Famous 


Perns 


They  work  so 

well  together. 


One  of  man's  most  amazing  explo- 
rations and  scientific  adventures,  the 
successful  Gemini  flight  program 
was  a triumph  of  imagination  and— 
teamwork.  Two  men  learned  to 
operate  in  space,  to  rendezvous,  to 
dock,  and  to  work  outside  their 
spacecraft  in  the  hard  vacuum  of 
outer  space.  Not  only  did  they  coor- 
dinate their  efforts  with  ground 
backup,  they  also  complemented 
each  other's  activities  within  the 
close  confines  of  the  space  capsule. 
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THINGS  YOU  SHOULD  KNOW 


BLUES'  HMO  PROGRESS  Six  area  meetings  called  "focus  group  interviews"  are 

occurring  in  August  and  September  under  Blue  Cross/ 
Blue  Shield  auspices  to  measure  physician  attitude  and  receptivity  toward  development  of 
a statewide  health  maintenance  organization.  These  sessions  are  involving  10  physicians 
at  each  --  with  particular  participation  from  primary  care.  This  project  was  reviewed  at 
an  August  12  meeting  of  the  IMS  Committee  on  Alternate  Delivery  Systems;  findings  of  the 
area  meetings  will  be  shared  with  the  ADS  Committee  October  14. 


IOWA  HOSPITAL  LICENSURE  Iowa  hospital  license  laws  are  being  re-drafted  by  the 

State  Department  of  Health.  They  have  had  no  substan- 
tial change  since  written  in  1947.  The  SDH  is  proposing  licensure  by  category,  i.e., 
general  acute,  psychiatric,  ambulatory  surgical,  etc.  Certification  is  being  suggested  for 
each  service  a facility  provides.  A second  draft  of  the  department  proposal  will  go  to  the 
State  Board  of  Health  in  November. 


LONG-TERM  CARE  GUIDELINES  A two-page  outline  entitled,  "Physician  Guidelines 

for  Documentation  in  Long-Term  Care,"  has  been  pre- 
pared by  the  Iowa  Foundation  for  Medical  Care.  It  covers  histories  and  physicals, 
physician  orders,  progress  notes  and  medical  records.  Copies  are  available  on  request 
from  IMS  headquarters. 


HOSPITAL  UTILIZATION  STUDY  A study  of  state  hospital  utilization  requested  by 

the  Iowa  Voluntary  Cost  Containment  Committee  was 
placed  in  IVCCC  hands  officially  August  17.  The  study  was  conducted  by  John  Wennberg, 

M. D. , of  Dartmouth  University,  and  SERVI-SHARE  of  Iowa.  Based  on  1980  hospitalization, 
the  study  adds  further  data  to  compendium  of  material  available  on  this  complex  topic. 
112  population  areas  in  the  state  have  been  delineated  in  the  study  and  figures  compiled 
for  each. 


CONTACT  WITH  IOWA  CONGRESSMEN  IMS  communications  have  gone  in  August  to  Iowa's 

congressional  delegation  in  Washington,  D.C.,  urging 
consideration  of  medicine's  position  on  changes  in  the  Medicare  law  and  also  on  reform  of 
pension  plan  statutes. 


COMMISSION  CHAIRMAN  COMMENTS  Speaking  in  response  to  the  recent  order  issued  by 

Insurance  Commissioner  Foudree  to  Blue  Cross/Blue 
Shield,  R.  Melvin  Henderson,  Ph.D. , chairman,  Governor's  Commission  on  Health  Care  Costs, 
said  he  favors  deliberate,  cooperative  application  of  lowered  utilization  measures;  this 
basic  philosophy  pervades  the  Commission's  recommendations.  He  questioned  the  time 
frame  allowed  by  the  Insurance  Commissioner. 


X-RAY  STANDARDS  Further  discussion  is  planned  in  September  on  rules 

proposed  by  the  State  Department  of  Health  covering 
minimum  training  standards  for  x-ray  equipment  operators.  Questions  on  the  impact  of 
these  rules  cn  small  hospitals  have  been  raised  by  the  Iowa  Hospital  Association  and  IMS. 


TROUBLED  PHYSICIAN  PROGRAM  IMS  members  are  reminded  of  the  Assistance  Program  for 

Troubled  Physicians.  This  Society  program  is  over  two 
years  old  and  is  helping  individuals  with  conditions  or  problems  potentially  threatening  to 
professional  competence.  It  is  a voluntary  and  highly  confidential  program.  Assistance 
requests  may  be  directed  by  letter  or  telephone  (515/223-1401  or  800/422-3070)  to  IMS 
headquarters. 


HEALTH  PLANNING  WITH  LOCAL  EMPHASIS  In  its  early  priorities,  the  new  Health  Planning  Cor- 
poration of  Iowa  is  seeking  to  blueprint  ways  of 
organizing  voluntary  local  health  planning  to  service  community  and  area  entities.  The  IMS 
has  given  HPCI  its  AMA  guidelines  for  local,  voluntary  health  planning  to  aid  this  effort. 


A reputation  takes  years  to  build.  We've  been 
building  ours  as  a major  provider  of  profes- 
sional liability  for  over  50  years,  and  as  the  Iowa 
Medical  Society  sponsored  program  since  1 977. 
Since  that  time  /Etna  has  returned  savings  to 
doctors  of  over  $ 1 ,1 00,000.  These  substantial 
savings  have  resulted  from  working  closely  with 
your  society  to  provide  successful  risk  manage- 
ment programs. 


Your  society  sponsored  program  continues  to 
offer  high  levels  of  coverage — $5,000,000  and 
higher,  as  well  as  a choice  of  coverage  forms — 
Claims-made  and  Occurrence. 

Our  local  offices  and  skilled  staff  provide  you 
with  ourclaims  expertise. 

At  /Etna  we've  built  our  reputation  by  making 
your  reputation  our  main  concern. 

For  additional  information  write  or  call  your 
IMS/Aetna  account  supervisor,  Dale  Hoing, 
Aetna  Life  & Casualty,  611  Fifth  Avenue, 

Des  Moines,  Iowa  50309  (800/362-1809) 


A 

REPUTATION 
YOU  CAN  RELY 

ON. 


The  Automobile  Insurance  Company  of  Hartford,  Connecticut  06156. 


360  / Journal  of  Iowa  Medical  Society 


COMMENTS  ON 
CESAREAN  STUDY 


The  following  observations  are  on  the  Iowa  study  of 
cesarean  births  which  appears  in  this  issue.  They  are 
the  opinions  of  Dr.  Rinderknecht,  who  is  in  the 
private  practice  of  obstetrics  and  gynecology.  Dr. 
Rinderknecht  serves  currently  as  chairman,  Iowa 
Section,  American  College  of  Obstetricians  and 
Gynecologists. 


Do  the  findings  of  this  Iowa  study  of  cesarean 
births  surprise  you  in  any  particular  way? 

I was  surprised  at  the  rather  high  primary 
cesarean  birth  rate  and  the  high  total  cesarean 
birth  rate  reported  from  some  hospitals  in  the 
state.  However,  I would  hasten  to  add  that 
these  figures  may  be  influenced  by  a large 
number  of  high-risk  obstetric  patients.  Indeed, 
it  is  more  important  to  give  each  individual 
obstetric  patient  the  best  care  possible  than  to 
be  concerned  about  the  primary  cesarean  sec- 
tion rate  in  a particular  hospital.  I was  also 
surprised  to  find  that  nearly  80%  of  the  pri- 
mary cesarean  births  were  performed  for  either 
fetal-pelvic  disproportion  or  failure  to  progress 
in  labor.  While  I would  agree  that  this  cate- 
gory, including  dystocia,  fetal-pelvic  dispro- 
portion, uterine  dysfunction  and  failure  to  pro- 


gress, is  the  most  common  indication  for  pri- 
mary cesarean  sections  reported  in  most  series, 
the  incidence  of  nearly  80%  seems  rather  high. 

It  appears  Iowa  relates  favorably  to  national 
data  developed  on  this  procedure.  Agree? 

I would  agree  that  the  data  reported  in  this 
study  relates  favorably  to  national  data  with 
regard  to  total  cesarean  rate,  maternal  mortal- 
ity and  perinatal  mortality.  As  mentioned  in 
my  previous  answer,  I would  feel  that  the  78% 
primary  cesarean  section  rate  performed  for 
either  fetal-pelvic  disproportion  or  failure  to 
progress  in  labor  in  this  study  is  a bit  higher 
than  reported  in  most  other  recent  series. 

What  about  electronic  fetal  monitoring?  Is  it 
your  impression  it's  being  used  appropriately 
or  is  it  tending  toward  excess? 

Medical  technology  has  improved  tre- 
mendously in  the  past  decade.  Indications  for 
electronic  fetal  monitoring  are  well  known  by 
most  all  physicians  caring  for  obstetric  pa- 
tients. These  physicians  depend  on  informa- 
tion from  electronic  equipment  to  monitor  fetal 
growth  and  to  evaluate  the  condition  of  the 
fetus  before  and  during  birth.  The  use  of  elec- 
tronic fetal  monitoring  has  increased  tre- 
mendously during  the  past  decade  when  cesa- 
rean section  rates  have  increased  related  to  a 
variety  of  factors  (i.e.,  dystocia,  breech,  fetal 
distress,  etc.).  Some  studies  have  shown  that 
20%  of  apparently  low  risk  patients  develop 
problems  in  labor  and  intermittent  ausculta- 
tion may  indeed  not  be  sufficient  to  identify 
these  problems  when  they  arise.  Evidence 
from  the  literature  does  not  support  the 
assumption  that  electronic  fetal  monitoring  is 
directly  responsible  for  a significant  increase  in 
cesarean  section  rates.  In  fact,  it  has  been 
shown  that  the  cesarean  section  rate  for  fetal 
distress  need  not  be  increased  with  electronic 
fetal  heart  rate  monitoring,  provided  scalp 
sampling  is  available  to  aid  in  the  evaluation  of 
abnormal  monitor  tracings.  A recent  report  of 
fetal  monitoring  experience  from  Los  Angeles 
County/University  of  Southern  California 
Medical  Center  during  the  10  year  period  from 
1970-1979,  with  more  than  115,000  deliveries, 
reported  the  perinatal  mortality  rate  decreased 
in  an  inverse  proportion  to  the  monitoring  rate 
while  the  primary  cesarean  section  rate  in- 

(Please  turn  to  page  378) 
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Outpatient  surgery 
programs  do 
reduce  inpatient 
hospital  days  and 
have  the  potential 
to  significantly 
impact  health  care 
costs  in  Iowa. 


Blue  Cross  and  Blue  Shield 
of  Iowa  support  outpatient 
programs  when  medically 
appropriate  as  a means  to 
reduce  the  cost  of  health  care 
in  our  state. 

And  recent  data  show 
trends  toward  more  out- 
patient surgery  in  Iowa.  In 
fact,  many  of  the  medical  and 
surgical  procedures  suggest- 
ed by  the  Iowa  Foundation  for 
Medical  Care  (IFMC)  as 


appropriate  for  an  outpatient 
setting  were  performed  on  an 
outpatient  basis  last  year. 

We  are  encouraged  that 
more  physicians  and  their 
patients  are  realizing  the 
benefits  of  outpatient 
surgery. 

We  all  need  to  work  to 
maintain  a qualitative, 
affordable  health  care 
delivery  system. 


Blue  Cross 
Blue  Shield 

of  Iowa 
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This  is  the  fourth  in  a series  of  Continuing  Medical  Education/Shared  Study  Reports.  It  is 
based  on  a study  of  1,882  Cesarean  births  in  92  Iowa  hospitals.  Findings  indicate  the 
Cesarean  birth  rate  is  rising  in  Iowa,  but  apparently  below  the  national  range  of 
estimates.  Electronic  fetal  monitoring  is  cited  as  a potential  reason  for  the  increase. 

You  will  find  a special  two-page  insert  with  this  report.  It  is  an  8-question  quiz.  By 
completing  and  mailing  it  with  $3  to  the  Iowa  Foundation  for  Medical  Care  you  may  earn 
one  credit  hour  in  Category  I for  the  Physician's  Recognition  Award  of  the  American 
Medical  Association.  The  quiz  will  be  evaluated  and  returned  to  you  with  appropriate 
comments. 

This  education  project  is  a joint  service  of  the  Foundation,  the  University  of  Iowa 
College  of  Medicine  and  the  Iowa  Medical  Society. 


Cesarean  Birth: 

The  Controversial  Cut 


CHARLES  E.  DRISCOLL,  M.D., 

RICHARD  M.  CAPLAN,  M.D., 

STANLEY  W.  GREENWALD,  M.D.,  and 
JENNIFER  I.  COFER,  M.A.,  R.R.A. 


Since  the  mid  1960s,  the  nation's  Cesarean 
birth  rate  has  climbed  from  a stable  2 to 
5%  to  12x/2%  in  1975;1  some  leading  obstetri- 
cians project  a Cesarean  birth  rate  reaching 
25%. 2 Searching  medical  literature  for  causes 
for  the  increase  produces  no  single,  primary 
reason  for  more  Cesarean  operations. 

Some  authors  attribute  the  widespread  in- 
crease to  the  use  of  electronic  fetal  mon- 
itoring,3 while  others  believe  the  increase  is 
almost  entirely  explained  by  a change  in  the 
approach  to  breech  presentation  with  no 
change  in  the  rate  of  Cesarean  birth  performed 
for  fetal  distress.4,  5 A recent  review  of  this 


The  physician  authors  are  members  of  the  Continuing  Education  Com- 
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TABLE  I 

CHARACTERISTICS  OF  STUDY  SAMPLE  OF  CESAREAN  BIRTHS 


Hospitals  participating 
Patients  studied 
Average  age 
Average  length  of  stay 
Number  of  physicians  with  patients 
under  study 

Average  bed  size  of  participating 
hospitals 

Range  of  bed  size 


92  (70%  of  Iowa  hospitals) 
1,882 
24.8  years 
6.7  days 

421 

141 

17-1,100 


subject  by  Bottoms  et  al  attributes  the  increased 
rate  to  a multitude  of  factors,  including  the 
relative  safety  of  Cesarean  birth  for  the  mother 
and  fetus,  improved  prognosis  for  the  infant  of 
low  birth  weight  following  Cesarean  birth, 
changes  in  the  health  care  delivery  systems, 
and  specific  obstetrical  factors  (dystocia,  pre- 
vious Cesarean  birth,  breech  presentation,  and 
fetal  distress).6  Their  study  includes  a review 
of  123,847  patients  and  presents  a geographical 
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perspective.  In  this  large  series.  Cesarean  birth 
for  dystocia  accounts  for  the  largest  single  part 
of  the  increase  in  Cesarean  birth  rate  (33.4%) 
followed  by  repeat  Cesarean  births  (23.1%). 

The  question  is  whether  the  increase  in 
Cesarean  births  is  due  to  iatrogenic  manipula- 
tion or  to  a real  improvement  in  the  quality  of 
obstetrical  care.  Recently,  government  agen- 
cies have  placed  increasing  importance  on  de- 
termining the  cost  benefits  of  fetal  monitoring 
and  Cesarean  births.  In  his  article  on  the  effect 
of  electronic  fetal  monitoring  on  obstetrical 
management,1  Hess  remarks  "it  is  ironic  that 
such  emphasis  on  determining  cost  benefits  of 
fetal  monitoring  should  occur  at  a time  when 
perinatal  mortality,  the  universally  accepted 
index  of  quality  of  maternal  infant  care,  has 
been  reduced  by  40-50%."  Comments  in  the 
public  press  have  added  heat  to  the  debate 


over  the  rising  Cesarean  rate,7  and  some  au- 
thors have  suggested  a parallel  increase  of 
home  delivery  due  to  lack  of  confidence  in  the 
safety  of  hospital  delivery. 

In  October,  1978,  a national  task  force  of  9 
Professional  Standards  Review  Organizations 
(PSROs)  met  to  discuss  a shared  study  of  Ce- 
sarean births.  The  project  was  conceived  by 
the  Colonial  Virginia  Foundation  for  Medical 
Care  with  the  following  objectives: 

1)  to  determine  representative  national  patterns 
of  practice  for  primary  Cesarean  births, 

2)  to  evaluate  regional  variations  and  indica- 
tions, lengths  of  stay,  and  other  parameters  of  Ce- 
sarean births, 

3)  to  evaluate  maternal  operative  and  postopera- 
tive complications  and  to  document  regional  varia- 
tions, and 

4)  to  evaluate  immediate  neonatal  outcome. 

The  Iowa  Foundation  for  Medical  Care 

(IFMC)  was  one  of  the  9 PSROs  to  formulate 
the  study,  and  the  following  discussion  pre- 
sents data  from  the  participating  Iowa  hospi- 
tals. (The  aggregate  data  of  all  the  PSROs  has 
yet  to  be  publicized  and  will  not  be  commented 
on.) 


IOWA  DATA 

IFMC  data  came  from  the  reports  of  92  Iowa 
hospitals,  which  were  told  to  sample  the  first 
50  consecutive  cases  from  June  30,  1978,  to 
June  29, 1979.  The  characteristics  of  the  sample 
studied  are  reported  in  Table  I.  The  number  of 
primary  Cesarean  births  for  the  specified  one- 
year  period  was  2,831;  the  IFMC  studied  1,882 
(66% ) of  those . There  were  39,119  deliveries  for 
this  period,  so  the  primary  Cesarean  birth  rate 
was  7.2%.  During  this  same  time,  there  were 
1,159  repeat  Cesarean  births  for  a rate  of  3.7%. 
When  primary  and  repeat  Cesarean  births 
were  combined,  the  total  Cesarean  rate  for 
Iowa  was  10.9%,  below  the  various  national 
estimates  of  11  to  18%. 2/  6/  8/  9 Primary  Cesar- 
ean birth  rates  across  participating  Iowa  hos- 
pitals ranged  from  0.8%  to  16%  except  for  3 
hospitals  with  rates  of  19%,  21%,  and  27.2%. 
The  repeat  Cesarean  birth  rate  varied  from  0% 
to  9.5%.  The  range  of  the  total  (primary  and 
repeat)  Cesarean  birth  rates  in  Iowa  hospitals 
was  1.4%  to  23%  except  for  2 hospitals  with 
rates  of  28%  and  34.5%. 

The  6 criteria  used  for  this  study  consisted  of 
justification  for  surgery,  maternal  mortality, 
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Indications  Given  for  Cesarean  Birth 


D E F G H 

Indications 


Figure  1 


mortality  of  the  infant  during  hospitalization, 
minimum  and  maximum  lengths  of  stay,  and 
discharge  of  the  infant  with  or  before  the 
mother. 

Justification  for  Surgery 

The  results  of  the  first  criterion,  justification 
for  surgery,  can  best  be  understood  from  Fig- 
ure 1.  Seventy-eight  percent  of  the  primary 
Cesarean  births  were  performed  for  either  fe- 
tal-pelvic disproportion  or  failure  to  progress 
in  labor.  Fifty-one  percent  of  all  Cesarean 
births  (primary  and  repeat)  were  explained  by 
these  2 reasons.  This  figure  is  consistent  with 
the  trend  found  by  Bottoms  et  al6  in  their  report 
of  33.4%  of  Cesarean  births  accounted  for  by 
dystocia. 

The  next  indication  for  primary  Cesarean 
birth  was  malpresentation  in  labor,  which  in- 
cludes the  breech  presentation.  This  finding 
can  be  related  to  the  large  number  of  studies 
reporting  increase  in  the  Cesarean  birth  rate 
primarily  due  to  the  breech  presentation  and  to 
a changing  philosophy  with  regard  to  manage- 
ment of  breeches  by  abdominal  rather  than 
vaginal  delivery.  The  next  prominent  reason 


for  Cesarean  birth  was  fetal  distress,  account- 
ing for  an  insignificant  proportion  of  the  total 
cases. 

When  reason  percentages  were  summed, 
the  total  was  greater  than  100%  because  of 
multiple  reasons  for  Cesarean  births  for  some 
patients. 

The  number  of  variations  for  criterion  one 
was  104  (5.5%)  with  87  of  the  104  variations 
(84%)  considered  justified.  The  remaining  17 
Cesarean  births  were  considered  to  be  per- 
formed without  indications  acceptable  to  the 
local  reviewing  committee.  Three  cases  re- 
ported as  nonjustified  by  one  hospital  actually 
seemed  to  be  Cesarean  births  performed  for 
very  sound  indications  and  probably  should 
have  been  approved  by  the  local  review  com- 
mittee. This  would  have  reduced  the  total  non- 
justified Cesarean  births  to  14.  Reasons  cited 
for  nonjustification  included  5 cases  where  no 
reason  for  Cesarean  could  be  found  doc- 
umented in  the  medical  record,  4 cases  where 
no  trial  of  labor  with  pitocin  stimulation  was 


CME/SSR 

No.  4 in  a Series 


given  when  indicated  for  slow  labor,  and  mis- 
cellaneous reasons  including  a patient's  de- 
mand for  Cesarean  birth  “to  avoid  difficult 
labor  she  had  had  with  two  prior  pregnan- 
cies." There  seemed  to  be  no  trend  toward  a 
single  reason  for  classifying  the  Cesarean  birth 
as  not  justified.  The  variation  rate,  even  before 
justification,  was  a small  departure  from  the 
expected  compliance  with  the  criterion. 

Maternal  Mortality  Rate/ Mortality  of  Infant 

A maternal  mortality  rate  of  0 percent  was 
expected  even  though  other  studies  show 
maternal  mortality  after  Cesarean  birth  is 
somewhere  between  2 and  8 per  10,000  cases.1 
Of  1,882  patients  studied,  there  was  one 
maternal  death,  giving  a mortality  rate  of  5.3 
per  10,000.  Mortality  of  the  infant  during  hos- 
pitalization was  the  third  criterion,  and  27  in- 
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fant  deaths  occurred  in  the  Iowa  population 
studied.  Unfortunately,  the  study  did  not  re- 
quest the  total  number  of  babies  delivered,  so  it 
is  impossible  to  determine  whether  twinning 
might  have  accounted  for  the  larger  number  of 
infant  mortalities.  Twin  pregnancy  occurs  in 
one  in  100  white  and  one  in  79  black  preg- 
nancies10 while  triplet  pregnancies  have  a fre- 
quency of  one  in  8, 100. 11  On  this  basis,  an 
additional  19  babies  could  have  been  in  the 
study,  yielding  a theoretical  total  of  1,900 
babies.  This  would  yield  an  infant  mortality  of 
1.4%  or  14  per  1,000,  a perinatal  mortality  rate 
that  is  an  improvement  over  the  rate  of  21  per 
1,000  reported  by  Bottoms  et  al  for  the  year 
1976.  In  the  Iowa  study,  the  most  frequent 
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reason  cited  for  perinatal  mortality  in  hospitals 
where  more  than  one  fetal  death  occurred  was 
multiple  congenital  anomalies  (5  of  9 cases). 

Lengths  of  Stay 

Criteria  4 and  5 dealt  with  length  of  stay.  The 
limits  chosen  were  3 days  minimum  postoper- 
atively  and  7 days  maximum  postoperatively. 
Only  13  patients  (0.69%)  varied  from  this  crite- 
rion because  of  shorter  than  expected  lengths 
of  stay.  One  hundred  seventy-six  patients 
(9.4%  of  the  sample)  exceeded  the  recom- 
mended maximum  7 days  postoperative  stay. 
Of  these  176  variations,  167  were  justified  by 
local  review  committees,  leaving  a total  of  9 
that  could  not  be  reasonably  excused  for  ex- 
tended stay.  The  IFMC  could  identify  no  readi- 
ly correctable  patterns  for  the  extended  stays 
that  average  1.4  days  over  the  maximum  ex- 
pected. 


TABLE  II 

PRIMARY  CESAREAN  BIRTH  RATES  ACCORDING  TO  PERCENT 
OF  PATIENTS  MONITORED 


Electronic  fetal 
monitoring  rate 
% 

Number  of 
hospitals 

Average  primary 
Cesarean  birth  rate 
% 

0 

43 

5.7 

1-  24 

10 

5.4 

25-  49 

10 

7.5 

50-  74 

16 

8.9 

75-100 

13 

9.3 

Discharge  of  Mother/Infant 

The  final  criterion  attempted  to  assess  mor- 
bidity in  the  infant  by  expecting  all  infants  to  be 
discharged  before  or  at  the  time  the  mother 
was  released  from  the  hospital.  Exceptions  to 
this  rule  were  transfer  to  another  acute  care 
facility  for  neonatal  intensive  care  or  death  of 
the  infant.  Fifty-four  cases  met  the  first  excep- 
tion and  27  met  the  second.  This  is  a direct 
measure  of  undesirable  fetal  outcome.  Seven- 
ty-three variations  to  this  criterion  were  noted 
(3.9%)  and  69  were  justified,  leaving  a total  of  4 
as  unjustified  variations.  The  reasons  hospital 
committees  chose  to  justify  infants'  stays 
beyond  the  mothers'  stays  were  prematurity 
(20),  weight  gain  in  infants  small  for  gestation- 
al age  (10),  treatment  of  jaundice  (10),  treat- 
ment of  various  infections  (10),  and  other 
medical  causes  (14).  Only  5 awaiting  adoption 
appeared  not  to  have  a medical  reason  for  the 
delay.  The  reasons  for  nonjustification  include 
record  did  not  state  whether  baby  went  home  with 
mother  (3),  and  record  did  not  state  why  infant  and 
mother  did  not  go  home  together  (1). 

Finally,  it  is  relevant  to  discuss  electronic 
fetal  monitoring  during  labor.  The  use  of  elec- 
tronic fetal  monitoring  varied  among  the  hos- 
pitals studied  from  a low  of  0%  in  43  hospitals 
to  a high  of  100%  in  one  hospital.  The  total 
number  of  patients  monitored  in  this  study 
was  668  (35%).  Hospitals  with  a zero  rate  of 
electronic  fetal  monitoring  had  a primary  Ce- 
sarean birth  rate  of  5.7%  (total  rate  of  8.2%) 
while  the  one  hospital  with  100%  use  of  fetal 
monitoring  had  a primary  Cesarean  birth  rate 
of  27.2%  (total  rate  of  35.4%).  It  would  be 
tempting  to  conclude  that  increased  use  of  fetal 
monitoring  leads  to  more  frequent  Cesarean 
(Please  turn  to  page  367) 
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CESAREAN  BIRTH: 

THE  CONTROVERSIAL  CUT 

Continuing  Medical  Education  Credit  Quiz 


This  learning  experience  is  intended  for  all  Iowa  health  professionals  with  an  involvement  in  obstetrical  care.  When  the  learner  has 
read  the  preceding  article,  he/she  will  have  information  on  current  practices  and  outcomes  in  Iowa  related  to  Cesarean  births. 


One  hour  of  continuing  medical  education  credit  (AMA  Category  I)  is  offered  to  those  who  read  this  article  and  answer  the  questions. 
Please  answer  the  questions  and  submit  them  with  the  information  requested.  Simply  (1)  check  the  correct  answers;  (2)  enter  the 
information  requested;  (3)  remove  this  page  from  the  journal;  (4)  prepare  a check  for  $3  to  cover  administrative  costs  and  make 
payable  to  the  University  of  Iowa;  and  (5)  mail  the  quiz  and  check  to  the  Iowa  Foundation  for  Medical  Care,  Colony  Park,  Suite  500, 
3737  Woodland  Avenue,  West  Des  Moines,  Iowa  50265.  You  will  be  provided  a report  on  your  quiz  and  a confirmation  of  the  CME 
credit. 


As  an  organization  accredited  for  continuing  medical  education  by  the  Accreditation  Council  for  Continuing  Medical  Education,  the 
University  of  Iowa  College  of  Medicine,  designates  this  CME  activity  as  meeting  the  criteria  for  one  credit  hour  in  Category  I for 
education  materials  for  the  Physician's  Recognition  Award  of  the  American  Medical  Association  provided  it  has  been  completed 
according  to  the  instructions. 


PLEASE  ANSWER  THE  FOLLOWING  QUESTIONS  (Choose  the  one  best  answer) 

1 . In  a large  series  of  patients  reviewed  by  Bottoms,  the  largest  single  part  of  the  increase  in  Cesarean 
birth  rate  was  accounted  for  by: 

□ A.  Repeat  Cesarean  births 

□ B.  Electronic  fetal  monitoring 

□ C.  Dystocia 

□ D.  Breech  presentation 

2.  In  Iowa,  the  total  Cesarean  birth  rate  in  1978  compared  to  the  national  estimate  was: 

□ A.  Lower 

□ B.  The  same 

□ C.  Higher 

3.  In  the  1978  Iowa  study,  the  most  frequently  offered  reason  for  primary  Cesarean  birth  was: 

□ A.  Failure  to  progress  in  labor 

□ B.  Fetopelvic  disproportion 

□ C.  Fetal  distress 

□ D.  Malpresentation  in  labor 

4.  Expected  maternal  mortality  after  Cesarean  birth  is  approximately: 

□ A.  2-8/10,000 

□ B.  14-21/10,000 

□ C.  25-28/10,000 

□ D.  30-35/10,000 

(Please  turn  to  reverse  side) 


5.  Twin  pregnancy  in  the  white  race  is: 

□ A.  Less  common  than  in  the  black  race 

□ B.  Twice  as  common  as  triplet  pregnancy 

□ C.  Less  common  than  previously  supposed 

□ D.  The  most  common  cause  in  Iowa  for  perinatal  mortality 

6.  In  the  Iowa  study,  the  most  frequent  reason  cited  for  perinatal  mortality  associated  with  Cesarean 
birth  was: 

□ A.  Prematurity 

□ B.  Asphyxia/R.D.S. 

□ C.  Infection 

□ D.  Multiple  congenital  anomalies 

7.  Electronic  fetal  monitoring  use  in  Iowa: 

□ A.  Has  no  association  with  Cesarean  birth  rate 

□ B.  Is  associated  with  a higher  rate  of  Cesarean  birth 

□ C.  Causes  an  increase  in  Cesarean  birth 

□ D.  Is  restricted  mostly  to  high  risk  obstetrics 

8.  Problems  with  Cesarean  birth  in  Iowa  include: 

□ A.  Too  many  Cesarean  births  are  done  without  proper  indications 

□ B.  Higher  maternal  and  fetal  mortality  rates  than  national  average 

□ C.  There  is  an  appreciable  level  of  fetal  morbidity  associated  with  Cesarean  birth 

□ D.  Excessive  length  of  stay 
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delivery,  but  the  data  do  not  include  controls 
for  the  proportion  of  high  risk  pregnancies  in 
each  hospital.  Table  II  displays  the  relationship 
of  Cesarean  birth  rate  to  the  increased  use  of 
electronic  fetal  monitoring. 

SUMMARY 

The  data  presented  here  encompass  a large 
sample  size  compared  to  other  studies  re- 
ported in  the  literature.  Of  importance  in 
drawing  conclusions  from  this  data  is  the  rela- 
tive lack  of  control  over  the  quality  of  data 
collection  and  abstraction.  Some  implications 
for  Iowa  physicians  can  be  stated  as  follows: 

1)  The  Cesarean  birth  rate  in  Iowa  appears  to  be 
rising  and  is  now  approximately  7.2%  for  primary 
and 3.7%  for  repeat  Cesarean  births.  Total  Cesarean 
birth  rate  is  10.9%  which  compares  favorably  with 
the  higher  national  range  of  estimates  of  11  to  18%. 

2)  Very  few  Cesarean  births  are  performed  in 
Iowa  without  appropriate  indications. 

3)  Maternal  and  perinatal  mortality  rates  in 
Iowa  are  the  same  or  lower  than  the  national  aver- 
ages. 

4)  Extended  length  of  stay  is  not  a problem  with 
Cesarean  birth  care  in  Iowa. 

5)  Electronic  fetal  monitoring  use  in  Iowa  is 
associated  with  a higher  rate  of  Cesarean  births. 
From  the  manner  in  which  data  were  collected, 
however,  it  is  impossible  to  determine  whether  moni- 
toring is  causing  an  increase  in  Cesarean  births  or  is 
guilty  by  association,  being  more  likely  to  be  em- 
ployed in  high-risk  obstetrics. 

If  the  Cesarean  birth  rate  continues  to  in- 
crease, Iowa  physicians  must  assure  that  im- 
proved maternal  and  fetal  outcomes  justify  the 
practice.  An  increased  cost  in  dollars,  morbid- 
ity, and  mortality  must  not  be  the  price  paid  for 
deliveries  unaccompanied  by  improved  fetal 
outcomes.  Cesarean  birth  carries  2 to  4 times 
the  risk  of  maternal  mortality  over  that  of 
vaginal  delivery . 8 Altering  the  long-held  policy 
of  “once  a Cesarean  always  a Cesarean"  is  one 
possible  change  that  could  significantly  reduce 
the  number  of  Cesarean  births.  Many  studies 
suggest  that  labor  and  vaginal  delivery  can 
safely  be  accomplished  when  the  primary 
Cesarean  delivery  was  performed  for  nonre- 
curring indications  (e.g.,  placenta  previa  or  fe- 
tal distress)  and  when  the  operation  was  of  the 
low  transverse  segment  type.12  Informed  con- 
sent should  be  obtained  from  the  mother  be- 
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fore  the  trial  of  labor  and  the  physician  must 
carefully  monitor  the  labor,  attend  constantly, 
and  perform  emergency  surgery  should  im- 
mediate Cesarean  delivery  become  necessary. 

As  a final  suggestion  for  continuing  educa- 
tion activity,  physicians  are  directed  to  the 
National  Institute  of  Health  Consensus  De- 
velopment Conference  Summary,  Volume  3, 
Number  6,  "Cesarean  Childbirth."  The  Con- 
sensus Development  Conference  was  held  at 
the  National  Institute  of  Health  in  September, 
1980,  to  address  issues  that  have  arisen  con- 
cerning Cesarean  childbirth.  Copies  may  be 
obtained  from:  Office  for  Medical  Applications  of 
Research,  National  Institute  of  Health,  Building 
#2,  Room  #216,  Bethesda,  Maryland  20205. 
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Impact  of  IFMC 
On  Inpatient  Service 


ROBERT  A.  PFAFF,  M.D. 
Dubuque,  Iowa 


Contradictory  American  attitudes  toward 
health  care  have  created  an  interesting 
predicament  for  physicians  — a predicament 
whose  solution  rests  with  physician  peer  re- 
view. On  the  one  hand,  Americans  list  high 
health  care  costs  as  the  most  important  medical 
care  issue,  even  more  important  than  availabil- 
ity of  care  or  quality  of  care.  On  the  other  hand, 
Americans  want  excellent  health  care  — when 
we're  sick,  we  don't  care  how  much  treatment 
costs  as  long  as  it  makes  us  well. 

The  predicament  for  the  medical  profession? 
Delivering  high  quality,  available  health  care  at 
a reasonable  cost.  The  Iowa  Foundation  for 
Medical  Care  (IFMC)  believes  this  goal  is  best 
reached  and  ensured  when  physicians  retain 
peer  review  responsibility  for  the  medical  pro- 
fession. 

Our  emphasis  is  on  reducing  the  number  of 
unnecessary  admissions  in  Iowa's  hospitals 
and  in  reducing  the  lengths  of  stay  for  neces- 
sary admissions. 

Dr.  Pfaff  is  president  of  the  Iowa  Foundation  for  Medical  Care.  He  has 
also  served  on  two  task  forces  for  the  Governor's  Commission  on  Health 
Care  Costs  and  has  held  health  planning  responsibilities.  He  is  associated 
with  Medical  Associates  in  Dubuque  in  the  practice  of  urology. 


Notable  reductions  have  been  observed  in  the  inpatient 
performance  of  certain  procedures.  IFMC  President 
Pfaff  cites  these  figures  to  illustrate  the  impact  of  the 
Foundation  on  health  care  delivery. 


According  to  the  American  Flospital  Asso- 
ciation, Iowa  uses  18%  more  inpatient  days 
than  the  national  average.  In  1980,  we  used 
1,425  days  of  inpatient  care  for  every  1,000 
Iowans.  Comparable  national  use  was  1,208 
days.  Between  1955  and  1979,  admissions  per 
capita  in  Iowa  increased  61%.  The  national  in- 
crease was  38% . Our  use  rate  has  exceeded  the 
national  average  consistently  for  the  past  25 
years.  The  Foundation  program  is  seeking  to 
deal  with  this  disparity. 

Analysis  of  Foundation  data  in  late  1981 
showed  that  3 procedures  on  the  IFMC  outpa- 
tient/same-day surgery  list  accounted  for  37% 
of  all  probable  outpatient/same-day  surgery 
procedures  still  being  done  inpatient  in  Iowa 
hospitals.  The  three  — dilation  and  curettage 
of  the  uterus,  surgical  tooth  extraction,  and 
cystoscopy  — were  the  subject  of  the  pre- 
admission screening  program  we  began  last 
March. 

The  Foundation  has  seen  dramatic  reduc- 
tions in  these  three  procedures  this  year. 
Analysis  of  hospital  data  for  January  through 
May,  1982  (with  May  abstracts  from  71%  of 
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INPATIENT  DECLINE 
FOR  THREE  PROCEDURES 


SPECIFIC  1982  PLAN 


Number  of  Admissions 
January  through  May 


1981 

1982 

Dilation  and  curettage  of 

the  uterus 

830 

390 

Surgical  tooth  extraction 

412 

216 

Cystoscopy 

746 

430 

Iowa  hospitals)  shows  major  reductions  in 
comparison  with  data  for  the  same  months  in 

1981.  Dilation  and  curettage  of  the  uterus 
admissions  have  declined  53%  (from  830 
admissions  to  390  admissions),  surgical  tooth 
extraction  admissions  have  declined  48%  (from 
412  to  216  admissions),  and  cystoscopy  admis- 
sions have  declined  42%  (from  746  to  430 
admissions). 

In  addition,  the  17  procedures  that  account 
for  about  90%  of  the  procedures  on  the  IFMC 
outpatient/same-day  surgery  list  still  being 
done  inpatient  also  declined  43%,  from  3,793 
admissions  during  the  first  5 months  of  1981  to 
2,157  admissions  during  the  same  period  of 

1982.  These  17  procedures  are: 


• CARPAL  TUNNEL  RELEASE, 

• MYRINGOTOMY  WITH  INTUBATION, 

• MYRINGOTOMY, 

• TOOTH  EXTRACTION, 

• SURGICAL  TOOTH  EXTRACTION, 

• SMALL  BOWEL  ENDOSCOPY, 

• FLEX  FIBEROPTIC  COLONOSCOPY, 

• LARGE  BOWEL  ENDOSCOPY, 

• PROSTOSIGMOIDOSCOPY, 

• UNILATERAL  INGUINAL  HERNIA 
REPAIR, 

• CYSTOSCOPY, 

• URETHRAL  DILATION, 

• BILATERAL  ENDOSCOPIC  DIVISION 
OF  TUBES, 

• BILATERAL  ENDOSCOPIC 
OCCLUSION  OF  TUBES, 

• DILATION  AND  CURETTAGE  OF  THE 
UTERUS, 

• KNEE  ARTHROSCOPY,  AND 

• BREAST  BIOPSY. 


Physicians  and  hospitals  are  working 
together  through  peer  review  to  bring  about 
these  reductions. 


Last  spring,  in  a further  effort  to  reduce  uti- 
lization of  hospital  services,  the  Iowa  Founda- 
tion for  Medical  Care  Board  of  Directors 
adopted  a specific  1982  Foundation  action 
plan.  Based  on  IFMC  data  pinpointing  3 areas 
that  could  have  the  greatest  effect  on  acute  care 
use,  the  plan  focuses  on  inpatient  days  for 
probable  outpatient/same-day  surgery  proce- 
dures, acute  facility  admissions  that  exceed  60 
days  (review  begins  at  30  days),  and  136  specif- 


INPATIENT  DAYS  PER  1M  PERSONS 


1,425 

DAYS 

1,208 

DAYS 

IOWA  UNITED  STATES 


SOURCE:  AMERICAN  HOSPITAL  ASSOCIATION 


ic  physicians  (out  of  Iowa's  more  than  3,500) 
who  have  exceeded  statewide  averages  for 
lengths  of  stay  by  2 or  more  days.  Although  we 
realize  a great  many  of  the  variations  the  IFMC 
data  have  pinpointed  may  be  justified  by 
medical  necessity,  we  want  to  ensure  the  care 


HOSPITAL  ADMISSION  INCREASE 
PER  CAPITA 
BETWEEN  1955-1979 


61% 


IOWA 


38% 


UNITED  STATES 


Iowans  receive  is  appropriate.  Excessive  or  in- 
appropriate use  of  hospitals  is  not  high  quality 
medical  care.  Obviously,  it  is  not  cost  effective 
either. 

The  Iowa  Foundation  for  Medical  Care  is 
asking  Iowa  physicians  to  perform  outpatient 
and  inpatient  procedures  appropriately.  We 
are  asking  physicians  to  document  medical  ne- 
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cessity  for  every  admission  and  to  eliminate 
unnecessary  admissions. 

In  this  crucial  time  for  physician  peer  review 
in  Iowa,  the  Foundation  wants  to  ensure  con- 
tinuation of  the  program.  The  IFMC  leadership 
believes  peer  review  has  proven  its  effective- 
ness in  serving  both  the  medical  profession 
and  the  public.  IFMC  physician  members  have 


accepted  the  challenge  of  reducing  the  rate  of 
health  care  cost  increase  without  sacrificing 
either  quality  of  care  or  availability  of  care.  We 
have  chosen  to  prove  our  accountability 
through  the  peer  review  system. 

Together,  we  have  begun  to  satisfy  the  con- 
tradictory attitudes  of  Americans  toward 
health  care. 


SCIENTIFIC/SKI  MEETING 

The  Northwestern  Medical  Association  convenes  for  its  36th  Annual  Meeting  at  Sun  Valley,  Idaho,  from 
February  7-11,  1983.  Transplants-implants,  general  medical  subjects,  ski-injury  prevention,  high  altitude 
physiology  and  financial  planning  will  be  discussed  by  experts.  Approved  for  10  CME  Category  I credits. 
Registration  3 to  5 p.m.  on  February  7,  Challenger  Inn,  Sun  Valley.  Non-members  registration  $100.  For 
information  write  to  Norman  Christensen,  M.D.,  2456  Buhne  Street,  Eureka,  California  95501  or  phone 
707/443-2248. 


CLARKSOIN  MEDICAL 
® LECTURE  SERIES® 


"Advances  in  Cardiovascular  Disease" 

Friday,  November  19, 1982 
Clarkson  Hospital  Storz  Pavilion 


SYMPOSIUM: 

8:30  A. M. -5:00  PM. 
C.M.E.  Credits  to  be 
awarded 


DINNER  DANCE: 

Peony  Park  Ballroom 
Social  Hour  7:30  P.M. 
Dinner  8:30  P.M. 


Bishop  Clarkson 
Memorial  Hospital 
44th  & Dewey  Ave. 
Omaha,  NE  681C5 
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COMMENTING 

EDITORIALLY 

MARION  E.  ALBERTS,  M.D. 
SCIENTIFIC  EDITOR 


A CHALLENGE 

Doldrums,  n,  pi,  low  spirits;  period  of  inactivity. 

The  heat  of  summer  is  yet  with  us.  Vaca- 
tions for  most  have  come  and  gone.  The 
activities  associated  with  warm  weather  have 
reached  their  heights.  Now  comes  a short 
period  of  relative  inactivity.  We  are  in  a transi- 
tion between  the  fun  of  summer  and  renewed 
activities  of  fall  and  winter.  Children  and 
youth  are  returning  to  schools  and  colleges. 
Our  hospital  and  medical  society  meetings  re- 
sume. So  we  need  to  go  into  another  new  sea- 
son with  renewed  vigor  and  dedication  to  pur- 
pose. 

Sir  William  Osier  said,  "Things  cannot  always 
go  your  way.  Learn  to  accept  in  silence  the  minor 
aggravations,  cultivate  the  gift  of  taciturnity,  and 
consume  your  own  smoke  with  an  extra  draught  of 
hard  work,  so  that  those  about  you  may  not  be 
annoyed  with  the  dust  and  soot  of  your  complaints. " 
Granted,  there  are  many  headaches  associated 
with  medical  practice.  There  are  also  ways  to 
alleviate  those  headaches.  An  area  where 
many  headaches  evolve  is  in  hospital  practice. 
Some  physicians  become  disgruntled  because 
it  seems  the  super-specialists  are  the  “fair-haired 
boys"  of  the  administrators,  while  “old  Doc“ 
must  be  tolerated  as  long  as  he  adheres  to  the 
rules  and  regulations.  The  general  physician 
works  with  the  skills  he  has  developed,  utiliz- 
ing specialized  skills  when  hospital  regulations 
will  allow  him  to  exercise  them.  He  is  not  in  a 
very  strong  position  to  bargain  for  the  hospital 
to  purchase  for  his  use  the  highly  sophisticated 
(and  very  expensive)  diagnostic  and  surgical 
equipment. 

In  the  larger  medical  centers  increased  num- 


bers of  consultations  have  become  mandatory 
for  the  benefit  of  the  patient  and  general  physi- 
cian alike.  Truly  the  patient  benefits  from  the 
new  sophisticated  instrumentations  (for  a 
price)  and  the  general  physician  has  the  newer 
modalities  available  to  provide  better  care.  Yet, 
we  hear  in  the  physicians'  lounge  and  cloak- 
room how  much  money  is  spent  for  certain 
departments,  to  apply  the  highly  specialized 
skills  of  a few  persons  (at  no  cost  to  the  physi- 
cian). 

That  is  the  way  it  is,  and  we  must  accept  the 
situation.  It  will  not  change  as  long  as  signifi- 
cant advances  continue  in  medicine.  However, 
how  long  can  the  large  expenditures  of  funds 
continue?  Is  it  proper  that  a few  can  profit  so 
handsomely  at  the  expense  of  all  the  patients, 
for  we  know  that  the  cost  is  allocated  to  the 
general  funds  of  the  hospital.  Therefore,  all 
pay  a share.  Hospital  costs  rise,  insurance  pre- 
miums soar  ever  upward,  and  the  bureaucrats 
scream  that  something  must  be  done. 

Something  must  be  done.  As  we  embark  on 
a new  season  of  hospital  staff  responsibilities, 
we  must  face  the  facts.  There  are  ways  physi- 
cians can  assist  in  trimming  the  cost  of  hospi- 
talization. There  are  a lot  of  ways,  but  in  many 
instances  they  will  not  be  done.  In  some  areas 
concerted  efforts  have  been  demonstrated. 
Closer  cooperation  between  hospitals  could 
develop  methods  of  centralization  of  support 
services.  Highly  sophisticated  procedures 
have  been  centralized  in  many  instances,  and 
even  more  could  be.  Eventually,  with  highly 
technical  telemetry,  it  will  be  possible  to  pro- 
vide data  in  many  areas  without  moving  the 
patient  from  one  facility  to  another.  Such  spin- 
off from  space  technology  must  be  developed. 
True,  at  first  these  will  be  expensive,  but  if  the 
cost  is  shared  between  the  hospitals  without 
petty  jealousies  it  can  be  done. 

There  must  be  more  cooperative  effort  be- 
tween physicians,  administrators,  business 
leaders,  health  insurance  providers  and  the 
government  in  all  areas  of  health  care. 

In  the  complex  provision  of  health  care,  with 
so  many  interest  groups  involved,  all  things 
cannot  go  our  way.  Many  are  becoming 
annoyed  by  the  dust  and  soot  of  our  com- 
plaints. Hard  work  in  a cooperative  spirit  can 
be  mutually  beneficial.  Cast  aside  the  frustra- 
tions of  the  present;  work  hard  in  the  future  for 
the  betterment  of  all  concerned  — our  patients, 
as  well  as  ourselves.  — M.E.A. 


372  / Journal  of  Iowa  Medical  Society 


OUR  MAN 
ON 

EDUCATION 

RICHARD  M.  CAPLAN,  M.D. 


MANDATORY  PATIENT 
EDUCATION  VS. 
HEALTH  EDUCATION 


J /V°u  CAN  count  on  California  to  lead  the 
X way.”  That  may  sound  to  you  like  a 
booster's  slogan,  but  perhaps  another  way  to 
express  that  idea  would  be  "First  Is  Sometimes 
Foolish.”  I refer  to  section  1704.5  of  the  Califor- 
nia Health  and  Safety  Code.  On  January  1, 
1981  it  became  the  law  of  that  state  that  breast 
cancer  patients  had  to  be  informed  by  their 
physicians  regarding  alternative  and  effective 
methods  of  treatment,  with  explanation  of  the 
risks,  advantages  and  disadvantages  of  each 
method.  Failure  to  so  inform  a patient  would 
be  grounds  for  a charge  of  unprofessional  con- 
duct. A document  was  drafted  with  the  aid  of 
the  State  Cancer  Advisory  Council  to  meet  the 
requirement  that  the  information  must  be  pre- 
sented "in  layman's  language  and  in  a lan- 
guage understood  by  the  patient.”  There  must 
be  great  disaffection  between  patients  and  doc- 
tors there,  or  maybe  between  doctors  and  doc- 
tors, for  such  an  idea  to  become  law.  What  a 
political  and  medical  mess!  At  least  I think  so. 

You  might  therefore  conclude  that  I'd  be 
opposed  to  mandatory  health  education  in  the 
schools.  Not  so.  (I  try  to  avoid  sub-cerebral 
reflexes  against  the  word  "mandatory.”)  In 
fact,  Iowa  has  a law  that  requires  each  school 

Dr.  Caplan  is  Associate  Dean  for  Continuing  Medical  Education  at  The 
University  of  Iowa  College  of  Medicine. 


district  to  have  a K-12  health  curriculum.  You 
probably  didn't  know  that  — it's  almost  a se- 
cret. But  the  Iowa  Department  of  Public  In- 
struction, the  agency  charged  with  bird- 
dogging  the  rules  and  regulations  regarding 
pre-collegiate  education,  tries  to  avoid  spelling 
out  curricular  details  to  local  school  districts  (a 
very  wise  policy,  I think).  They've  made  an 
effort  to  nudge  the  districts  very  gently  toward 
fulfilling  the  legal  requirement  by  providing 
them  a carefully  developed  ''curriculum 
assessment  questionnaire.”  To  the  extent  that 
a school  district  is  falling  down  on  this  job  — 
and  I'd  bet  that  all  of  them  are  — the  answers  to 
the  questionnaire  should  identify  the  gaps.  At 
least  that's  a proper  first  step.  The  Iowa  Parent- 
Teacher  Organization  and  more  recently,  the 
Auxiliary  of  the  Iowa  Medical  Society  have 
grown  interested  in  trying  to  promote  more 
and  appropriate  health  instruction  across  the 
entire  gamut  of  public  education.  Just  think 
what  an  impact  a well-developed  course 
should  make  in  favor  of  life-style  choices  that 
foster  health  and  prevention  of  disease!  Smok- 
ing, exercise,  diet,  child  abuse,  seat  belts  — 


" Iowa  has  a law  that  requires  each  school 
district  to  have  a K-12  health  curriculum.  You 
probably  didn't  know  that  — it's  almost  a 
secret." 


improvement  in  those  behaviors  alone  could 
be  so  incredibly  salutary! 

Iowa  physicians  could  therefore  now  take 
advantage  of  the  "mandatory,”  but  now  unen- 
forced, provision  of  our  state  law  to  produce 
some  excellent  results.  I urge  all  IMS  members, 
working  personally,  through  county  societies, 
with  the  Auxiliary  chapters,  or  otherwise,  to 
lend  some  energy  to  this  mandatory  but  very 
useful  educational  project.  For  further  in- 
formation, contact  Mrs.  Marian  Weyhrauch  in 
Waterloo  (319/233-8771,  405  Ivanhoe  Road, 
Waterloo,  Iowa,  50701).  The  IMS  Committee 
on  Health  Education  is  already  supportive. 
Take  some  action  on  this.  It  could  well  make 
more  long-range  difference  than  any  profes- 
sional action  you'll  take  all  year  — maybe  ever. 

Step  1:  Has  your  own  school  district  responded  to 
the  questionnaire? 
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DRUG  THERAPY  REVIEW 


UNIVERSITY  OF  IOWA 
HOSPITALS  AND  CLINICS 


REYNOLD  SPECTOR,  M.D.,  Editor 


SINGLE-DOSE  THERAPY 
OF  SYMPTOMATIC 
URINARY  TRACT  INFECTIONS 
IN  WOMEN 


Choosing  appropriate  treatment  for 
women  with  symptoms  suggestive  of 
cystitis  is  a clinical  decision  made  in  most  out- 
patient medical  settings  on  a daily  basis.  There 
is  an  increasing  body  of  medical  literature  that 
addresses  problems  in  both  the  standard  di- 
agnostic processes  and  in  the  standard  ther- 
apeutic regimens.  This  review  is  meant  to 
address  these  aspects  of  urinary  tract  infec- 
tions in  women  and  review  an  alternative 
treatment  approach:  single-dose  therapy. 

epidemiology 

In  women  with  normal  genitourinary  anat- 
omy, the  incidence  of  symptomatic  urinary  in- 
fection rises  from  5%  in  adolescents  to  10  to 
20%  in  women  over  60. L 2 The  magnitude  of 
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these  numbers  is  made  more  clear  when  com- 
pared to  the  incidence  in  males  of  less  than  1 % . 
The  fact  that  lower  urinary  tract  infections 
occur  almost  exclusively  in  women,  and  in  a 
great  many  women,  is  explained  largely  by 
anatomical  features.  The  urethra  in  the  female 
is  short  and  nonsterile.  Another  important 
aspect  is  the  normally  alkaline  environment  of 
the  vagina  which  allows  colonization  of  col- 
iform  organisms  from  the  perineum.3  Moreov- 
er, sexual  intercourse  mechanically  promotes 
migration  of  organisms  into  the  bladder.  Even 
when  bladder  invasion  of  bacteria  has  oc- 
curred, 10  to  20%  of  women  will  have  complete 
symptomatic  and  bacteriologic  clearing  with- 
out treatment.1  Some  sources  quote  figures  as 
high  as  714  to  90%. 3 

DIAGNOSIS 

Once  a urinary  tract  infection  has  been 
established,  women  may  complain  of  symp- 
toms: urgency,  frequency,  dysuria,  and  supra- 
pubic, abdominal,  or  back  pain  in  any  com- 
bination; or  they  may  be  entirely  asympto- 
matic. Patients  who  present  with  fever  and 
chills,  and  leukocytosis  in  association  with  bac- 
teriuria  and  pyuria,  should  be  considered  to 
have  an  upper  tract  infection.  However,  some 
patients  with  classical  “lower  tract  symptoms" 
may,  in  fact,  have  an  upper  tract  infection  pres- 
ent also. 

Conversely  urgency,  frequency,  dysuria, 
and  even  pyuria  on  urinalysis  cannot  reliably 
be  used  to  make  a diagnosis  of  a urinary  tract 
infection.  Vaginitis  and  the  acute  urethral  syn- 
drome may  also  present  with  similar  symp- 
toms.5 As  many  as  30%  of  patients  with  these 
classical  features  will  have  negative  urine 
cultures.6  The  problem  of  diagnosis  of  a lower 
urinary  tract  infection,  then,  is  a difficult  one. 

Several  clarifying  points  about  treatment 
pertinent  to  diagnosis  should  be  made.  Firstly, 
overtreatment  of  the  acute  urethral  syndrome 
should  be  avoided  since  cultures  may  be 
negative.7  There  is  some  evidence  that  the 
acute  urethral  syndrome  is  caused  by  the  pres- 
ence of  less  than  105  bacteriuria  (so-called  “in- 
significant" and  not  usually  reported).8  Ther- 
apy may  be  indicated  if  pyuria  is  present. 
However,  prolonged  therapy  is  probably  not 
warranted  unless  Chlamydia  is  the  etiologic 
agent/  Secondly,  an  appropriate  goal  is  to  de- 
sign a therapeutic  regimen  which  will  relieve 
symptoms.  Failure  to  treat  asymptomatic  in- 
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fections  in  a normal  woman  without  under- 
lying factors  does  not  lead  to  renal  damage. 
Therefore,  these  individuals  need  not  be  treat- 
ed except  during  pregnancy  or  when  there  is  a 
history  of  repeated  symptomatic  episodes  — 
situations  which  tend  to  predict  the  develop- 
ment of  future  symptoms.7 

UPPER  VERSUS  LOWER  TRACT 

If,  based  on  clinical  and  laboratory  features 
with  the  above  cautions  in  mind,  one  con- 
cludes that  at  least  a lower  urinary  tract  infec- 
tion is  present,  the  remaining  determination 
needed  is  whether  an  upper  tract  infection  is 
also  present.  Several  localization  studies  are 
available,  including  invasive  methods,  such  as 
urethral  catheterization  and  bladder  washout 
and  noninvasive  tests,  such  as  the  c-reactive 
protein  (CRP)  and  antibody  coated  bacteria 
(ACB).  The  ACB  test  has  received  the  most 
attention  lately  as  a very  good  localization 
technique;  however,  false-positives  may  occur 
with  vaginal  or  rectal  contamination.9  False- 
negatives  in  acute  upper  tract  infections  have 
ranged  from  16  to  38%. 6 Evidence  is  accumu- 
lating that  the  patient's  response  to  a single 
dose  of  antibiotic  may  be  more  predictive  of  the 
site  of  infection  than  the  ACB  test,  at  less  cost 
in  both  time  and  money.6,  7 

In  review,  the  appropriate  steps  in  making 
the  correct  diagnosis  in  an  outpatient  female 
with  symptoms  suggestive  of  a lower  urinary 
tract  infection  can  be  outlined:  (1)  Examine  the 
urinalysis  for  presence  of  pyuria  and  bacte- 
riuria, (2)  rule  out  vaginitis,  and  (3)  prescribe  a 
single  dose  of  an  appropriate  antibiotic.  These 
steps  will  avoid  overtreatment  of  the  acute 
urethral  syndrome,  pending  culture  results.  In 
addition,  failure  of  the  single  dose  to  relieve 
symptoms  and/or  bacteriuria  will  identify  the 
presence  of  an  upper  tract  infection. 

TREATMENT 

The  nature  of  the  differences  between  an 
upper  tract  infection  and  a lower  tract  infection 
serves  as  the  scientific  basis  for  the  differences 
in  response  to  single-dose  therapy.  There  is 
tissue  invasion  in  the  upper  tract  infection. 
However,  the  superficial  mucosal  infection  of 
the  lower  tract  can  be  easily  reached  by  the 
extremely  high  antimicrobial  concentrations 
achieved.  The  choice  of  antibiotic  is  important. 
Adequate  treatment  of  90  to  100%  of  lower 
urinary  tract  infections  and/or  results  equiva- 


lent to  the  standard  seven  to  ten  days  of  ther- 
apy have  been  documented  for  the  following 
regimes:1,  9/  10 

amoxicillin  3 grams  orally 

trimethoprim  (.48  gms)-  6 tablets  orally 

sulfamethoxazole  (2.4  gms) 

kanamycin  .5  gram  intramuscularly 

However,  a single  two-gram  intramuscular 
dose  of  cephaloradine  resulted  in  only  44% 
cure.10  A recent  report  on  an  oral  trial  of 
another  cephalosporin,  cefaclor,  yielded  a cure 
rate  of  just  79%. 4 

Researchers  have  suggested  that  the  abso- 
lute concentration  of  the  drug  achieved  in  the 
urine  is  an  important  determinant  of  efficacy.9 
A high  peak  concentration  for  a relatively  short 
period  of  time  may  be  more  important  than 
lower  levels  for  a longer  duration.  The  rate  at 
which  an  antimicrobial  agent  reaches  its  bac- 
tericidal effect  is  also  an  important  pharmaco- 
logic feature. 

The  decision  to  use  single-dose  therapy 
should  be  based,  in  addition  to  clinical  factors 
suggesting  lower  tract  infection  already  dis- 
cussed, upon  the  absence  of  underlying  fac- 
tors. These  include  pregnancy,  stones,  and  di- 
abetes mellitus.  In  addition,  women  who  have 
delayed  seeking  treatment  for  longer  than  6 
days  have  been  shown  less  likely  to  respond  to 
a single-dose  regimen.6 

FOLLOW-UP 

Follow-up  within  2 or  3 days  after  treatment 
should  be  obtained  to  document  success  of 
treatment.  Treatment  failures  may  require  a 
longer  treatment  course  of  10  days  when  tissue 
invasion  is  suspected,  or  several  weeks  if  a 
persistent  focus  of  infection  is  implicated/ 
Appropriate  follow-up  of  the  patient  is  also 
based  upon  an  understanding  of  the  terms 
reinfection  and  relapse  and  their  clinical  implica- 
tions. 

Reinfection  is  the  recurrence  of  bacteriuria 
caused  by  a different  organism  or  different 
serotype  of  the  same  organism, 1'  3 as  a result  of 
the  same  normal  female  anatomic  and  phys- 
iologic features  discussed  previously.  Rarely 
are  there  abnormalities  of  the  genitourinary 
tract  contributing  to  reinfection.  Further  inves- 
tigation of  these  women  with  studies,  such  as 
excretory  urography,  is  not  indicated.2 
Reinfection,  if  closely  spaced,  may  require 
several  months  of  treatment.3,  7 However, 
(Please  turn  to  page  378) 
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reinfection  at  a time  remote  from  the  first  infec- 
tion implies  the  need  for  retreatment,  not 
necessarily  longer  or  more  intensive . 1 Relapse  is 
the  appearance  of  the  same  bacterial  organism, 
usually  within  a short  time  of  treatment.  If  the 
patient  has  been  compliant  with  the  initial 
treatment  regimen,  relapse  strongly  suggests 
an  underlying  cause  for  infection.  It  is  these 
women  who  should  be  considered  for  further 
investigation,  including  excretory  urography. 
Only  approximately  1%  of  women  with  lower 
urinary  tract  infections  will  fall  into  this 
category.2 

ADVANTAGES 

Single-dose  therapy  using  an  effective  anti- 
biotic in  women  with  symptoms  suggestive  of 
an  uncomplicated  lower  urinary  tract  infection 
has  several  advantages.  Advantages  relating  to 
diagnosis  and  localization  have  been  previous- 
ly discussed.  There  are  many  treatment  advan- 
tages also,  including  lower  incidence  of  drug 
side  effects,  improved  patient  compliance,  and 
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creased  only  2.3%.  (Am.  J.  Obstet.  Gynecol. 
143:496,  1982.) 

While  I do  not  happen  to  feel  that  electronic 
fetal  monitoring  is  necessary  for  every  patient 
in  labor  I do  feel  its  value  in  high-risk  pregnan- 
cies has  been  well  demonstrated  and  the  moni- 
toring rate  will  vary  from  hospital  to  hospital 
depending  on  the  number  of  high-risk  patients 
delivered.  The  "ideal”  monitoring  rate  must 
fall  somewhere  in  between  the  extremes  re- 
ported in  this  study. 

If  a study  such  as  this  is  done  again  in  10  years, 
would  you  predict  a continuing  growth  in 
number  of  cesarean  deliveries?  Will  vaginal 
delivery  after  previous  cesarean  birth  affect 
total  cesarean  rates  in  Iowa? 

I find  it  impossible  to  predict  what  will  hap- 


lower cost.4,  6/  7 In  addition,  there  is  less  dis- 
turbance of  the  normal  flora  with  single-dose 
therapy.7 

In  conclusion,  single-dose  therapy  of  uri- 
nary tract  infections  in  women  offers  several 
diagnostic  and  therapeutic  advantages.  While 
not  indicated  for  all  infections,  its  use  appears 
to  be  indicated  in  women  presenting  with 
symptoms  suggestive  of  an  isolated  uncompli- 
cated lower  urinary  tract  infection.  — Alda  L. 
Knight,  M.D.,  Associate  in  Medicine 
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pen  in  this  regard.  It  would  seem  that  better 
technology,  such  as  improved  monitoring  and 
scalp  PH  determination  techniques,  in  associa- 
tion with  judicious  use  of  intravenous  oxyto- 
cin, and  the  vaginal  delivery  of  some  previous 
cesarean  patients,  may  result  in  lowering  ce- 
sarean birth  rates  in  the  future.  There  are 
approximately  12  areas  in  the  state  where  the 
facility  and  personnel  should  be  available  to 
allow  vaginal  delivery  after  previous  cesarean 
birth  in  those  patients  who  meet  the  criteria 
(i.e.,  vertex  presentation,  previous  low  cervical 
uterine  incision  and  nonrecurrent  indication). 
After  fully  informing  the  patients  regarding 
the  risks  and  benefits,  some  will  choose  to  try 
for  vaginal  delivery.  I doubt  that  the  number  of 
such  patients  will  be  sufficient  to  have  much 
impact  on  total  cesarean  birth  rates  unless  the 
physicians  are  rather  aggressively  urging 
vaginal  delivery.  Each  physician's  philosophy 
regarding  vaginal  delivery  after  cesarean  birth 
and  the  manner  in  which  he  presents  this 
alternative  has  a great  deal  of  influence  on  the 
patient's  decision. 
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Announcing  a New,  Interactive  CME 
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Multimedia  Seminar: 

Up  to  2 Credit  Hours,  Category  1 PRA/AMA 
A distinguished  panel  of  authorities  confronts  the 
major  clinical  risk  factors  in  cardiovascular  disease 
management.  Filmed  case  studies  help  the  primary 
care  physician  identify  and  evaluate  the  patient’s 
“risk  profile’’  and  assess  cardiovascular  treatment. 

Self-study  Program: 

4 Credit  Hours,  Category  1 PRA/AMA 

Follow-up  clinical  monograph 
discusses  in  depth  1)  clinical 
issues  and  2)  practical  strat- 
egies. Completion  of  the 
monograph  and  accompany- 
ing quiz  reinforces  the  seminar 
material. 


Total  Program  with  Materials- 

Free  of  Charge 

The  program  includes:  two  film  segments  on 
16mm  or  %"  videocassette  (on  loan),  step-by-step 
Moderator’s  Guide,  Participant  Workbooks, 
Self-study  Program  and  publicity  kit-everything 
needed  to  present  a one-  or  two-hour  seminar  with 
minimal  preparation. 


For  further  information 

I the  coupon  or  call  toll-free 
800-526-4299. 

In  New  Jersey,  call 
.(201)  636-6600. 


Cardiovascular  Disease: 
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M.E.D.  Communications 
655  Florida  Grove  Road,  Hopelawn,  NJ  08861 
Please  send  me  full  details  on  faculty,  agenda, 
accreditation  and  booking  for  the  CME  seminar, 
Cardiovascular  Disease:  Risk-Reduction  Strategies. 
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SPEAKING  OUT 
ON  NURSING  HOMES 


Following  is  testimony  on  nursing  home  sur- 
veying and  certification  presented  in  July  by 
State  Health  Commissioner  Norman  Paw- 
lewski  before  the  U.  S.  Senate  Special  Com- 
mittee on  Aging. 


My  name  is  Norman  Pawlewski.  I am 
Commissioner  of  Health  for  the  State  of 
Iowa.  I speak  for  my  state  today.  I also  speak 
for  the  56  other  chief  health  officers  of  the 
states  and  territories  of  this  country,  the 
ASTHO  (Association  of  State  and  Territorial 
Health  Officials).  We  are  unanimous  and  of 
one  accord.  We  consider  this  occasion  a mis- 
sion of  utmost  consequence  and  importance. 
To  illustrate  more  clearly  how  we  see  the 
changes  proposed  by  the  Health  Care  Financ- 
ing Administration,  allow  me  to  use  an  analo- 
gy- 

Senators,  let's  pretend  a minute  you  are  the 
Senate  Armed  Services  Committee  and  I am 
chairman  of  the  Joint  Chiefs  (having  been  dis- 
charged a corporal  I like  to  pretend),  and  I am 
here  to  persuade  you  I have  a great  idea  for 


This  information  on  public  health  matters  is  furnished  and  sponsored 
by  the  Iowa  State  Department  of  Health. 


running  the  army  — an  idea  that  will  save  huge 
amounts  of  money  — a/do/it/yourself  army!  Do 
away  with  all  sergeants! 

Men,  it's  your  army  and  you  are  going  to  run 
it  yourselves.  Police  yourselves,  men!  See  to  it 
that  your  boots  are  polished  . . . that  you  exer- 
cise . . . run  obstacle  courses  . . . drill . . . pop 
right  out  of  bed  when  reville  sounds  . . . hold 
your  own  inspections  . . . don't  go  AWOL  . . . 
and  don't  get  drunk  at  the  PX.  Isn't  that  great, 
men?  Now,  somebody  will  call  you  now  and 
then  to  see  how  you're  doing,  and  if  you  are 
naughty  you  might  get  a nasty  letter  or  tele- 
phone call  telling  you  to  knock  it  off  . . . but, 
basically,  it's  YOUR  army  and  we  trust  that 
you  will  do  the  right  thing  . . . WITHOUT  all 
those  mean  old  sergeants! 

Think  of  all  the  money  we  can  save,  sena- 
tors! And  you  know  how  long  that  army  will 
last?  About  as  long  as  a handful  of  M & M's 
with  ET!  I submit,  senators,  that  is  precisely  what 
will  be  the  fate  of  the  nation's  nursing  homes,  if  the 
federal  presence  in  the  control  and  operation  of  those 
facilities  is  reduced  to  the  level  presently  proposed! 

I speak  to  you  now  from  the  front-line 
trenches  . . . out  where  there  is  mud  and  rain 
and  wet  feet  and  bad  food  . . . NOT  from  the 
command  post.  The  view  is  much  different 
down  here.  And  we're  getting  ambushed  by  our 
own  comrades  in  arms!  The  directives  from 
Carolyn  Davis  are  shooting  us  down!  And 
scaring  us  to  death,  I might  add!  Her  idea  of 
saving  federal  money  is  to  cut  out  fire  inspec- 
tions by  trained  fire  inspectors.  Let  the  nurses 
do  them,  she  says.  Tell  me,  senators  — what 
nursing  school  teaches  nurses  about  fire  in- 
spection. That's  all  we  need  ...  a big  nursing 
home  fire  caused  by  safety  violations  because 
some  nurse  didn't  know  what  to  look  for.  And 
lacked  the  competence  to  evaluate  what  she 
saw.  The  trade-off,  in  terms  of  federal  funds,  is 
peanuts  compared  to  the  potential  for  head- 
line-making  disaster. 

I am  irresistibly  drawn  to  a remark  once 
made  by  a contributor  to  our  society  who  occu- 
pied a seat  in  the  U.  S.  Senate  — J.  William 
Fulbright,  who  said,  "we  must  dare  to  think 
about  unthinkable  things,  because  when 
things  become  'unthinkable,'  thinking  stops 
and  action  becomes  mindless." 

I give  you  an  unthinkable,  senators:  it  is  un- 
thinkable that  we  abandon  our  elderly  to  the 

(Please  turn  to  page  382) 


380  / Journal  of  Iowa  Medical  Society 


Speed.  Accuracy.  Performance 
That’s  what  impressed  my  boss 
about  Bell’s  Digital  Data  Network. 
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We  transmit  data,  and  we’re  always 
looking  to  improve  response  time,  reduce 
errors  and  costly  downtime.  That’s  why 
we  switched  to  digital  transmission  on 
Northwestern  Bell’s  Digital  Data  Network. 
It  serves  over  350  cities  across  the  country. 

Through  Bell’s  DATAPHONE® 
Digital  Service  (DDS)  we  can  transmit 
at  speeds  up  to  56,000  bits 
per  second  with  99.5% 
guaranteed  error -free 
seconds  of  transmission 
per  day.  To  one  station 
or  a hundred,  across 
town  or  across  the 
country.  And  an 
atomic  clock  keeps  all 
DDS  system  elements 
on  precise  time. 

That’s  not  all.  Bell’s 


DATAPHONE  Digital  Service  has  a 
design  objective  of  99.96%  availability 
with  a long-term  average  downtime  of 
no  more  than  3V2  hours  per  circuit  year. 
Bell  can  maintain  this  high  availability 
because  the  network  has  centralized 
testing,  protective  switching,  and  back-up 
channels  located  at  Bell  Control  Centers. 

Now  all  this  sounds  great,  but  what 
does  it  mean  in  bottom  line  results? 

Well,  Bell  DATAPHONE  Digital 
Service  speeds  response,  reduces 
downtime  and  repeated  transmissions. 

And  that  means  saving  time  and 
money. 

To  find  out  more  about  Bell’s 
DATAPHONE  Digital  Service,  call  your 
Northwestern  Bell  Account  Executive. 
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vagrant  belief  that  there  is  an  inherent  good- 
ness beating  in  the  breasts  of  men  that  will 
propel  them  to  good  deeds.  And  it  is  delusion- 
al to  think  that  the  world's  dark  deeds  are  the 
exclusive  province  of  the  high  and  the  mighty. 
One  quick  look  at  the  front  page  of  any  news- 
paper ...  in  any  city  ...  in  any  country  of  the 
world,  today,  should  quickly  relieve  you  of 
that  erroneous  conclusion. 

It's  not  that  evil  men  get  together  and  say 
"let's  open  a nursing  home  so  we  can  abuse 
elderly  people."  The  abuse  comes  about  one 
step  at  a time.  Less  than  10  years  ago  we  had 
some  real  pits  in  Iowa.  Some  of  them  were 
operated  by  pillars  of  respectability  in  their 
communities.  Church  members.  Service  clubs. 
Fund  drives.  Chambers  of  Commerce.  The 
works.  You  know  the  types.  One  operator  was 
very  influential  in  his  political  party  and  was 
even  a close  friend  of  a highly  placed  elected 
official.  Nobody  would  believe  that  this  man 
was  capable  of  operating  a degrading,  filthy, 
inhuman  hole  — until  they  saw  the  photo- 
graphs we  had  taken.  Even  the  official  refused 
to  believe  it.  Until  he  saw  the  pictures. 

Yes,  senators,  it  could  happen  again.  Take 
away  the  funds  that  prevent  such  things  and 
you  guarantee  it  will  happen  again.  In  the  last 
two  years,  our  Medicare  funds  have  been  cut 
60%;  Medicaid  20%. 

On  March  20  of  this  year,  Secretary  Schweik- 
er  announced,  "I  will  not  imperil  senior 
citizens  in  nursing  homes  — our  most  vulner- 
able population  — by  removing  essential 
federal  protection.  I will  not  turn  back  the 
clock." 

But  the  directives  of  the  Health  Care  Financ- 
ing Administration,  of  which  Carolyn  Davis  is 
the  administrator,  are  moving  back  the  hands. 
And  we  are  going  to  get  chopped  to  bits  if  it 
doesn't  stop!  In  1974  the  federal  government 
stepped  in  with  the  necessary  muscle  — 
money  — and  helped  us  clean  up  a deplorable 
situation.  That's  as  it  should  be.  A partnership. 
A joint  effort.  After  all,  the  nursing  home  in- 
dustry is  an  industry  created  by  the  federal  gov- 
ernment by  virtue  of  Medicare  and  Medicaid. 
The  states  have  not  created  this  industry  but 
we  do  bear  the  major  burden  of  monitoring, 
now  that  it  exists. 


I'll  tell  you  how  to  move  the  hands  of  the 
clock  backward.  With  two  moves  you  can 
shove  us  back  into  the  dark  ages  of  Long  Term 
Care. 

Backward  Move  No.  1 — The  federal  pro- 
posal to  grant  so-called  deemed  status  for 
health-care  facilities  by  JCAH  — the  Joint  Com- 
mission of  Accreditation  of  Hospitals,  instead 
of  by  state  agencies.  That  backward  move  has 
more  holes  in  it  than  a hundred  pounds  of 
Swiss  cheese!  It's  like  a mother  saying  to  a 
bunch  of  hungry  kids  "I'm  going  shopping  for 
the  day  and  don't  get  into  the  cookie  jar." 
JCAH  has  no  regulatory  authority  whatsoever. 
It  is  without  muscle.  It  could  do  nothing  about 
violations.  JCAH  represents  nonprofit  in- 
terests and  they,  therefore,  have  no  particular 
incentive  to  cut  costs.  Private  long-term  care 
facilities  are  profit-making  entities  with  strong 
incentive  to  cut  costs  and  corners.  And  cutting 
corners  in  most  cases  means  reducing  needed 
services. 

Backward  Move  No.  2 — The  federal  pro- 
posal to  put  nursing  homes  on  a two-year  cycle 
with  no  mandatory  re-visit.  A phone  call.  Or  a 
letter.  Or  a Xerox  copy  of  deficiencies,  but  no 
re-inspection  to  see  to  it  that  the  deficiencies 
are  eliminated.  The  kids  in  the  cookie  jar!  Can 
you  imagine  what  abuses  could  develop?  With 
a staff  turn-over  averaging  about  50%  who 
would  say  anything?  Who  could  say  anything? 
The  patients?  They  are  at  the  mercy  of  their 
caretakers.  The  fear  of  retaliation  runs  very 
deep  in  them.  Oh,  there  are  many  creative  little 
ways  to  retaliate  against  tattletale  patients. 

This  is  a joint  effort,  Senators.  The  states  and 
the  Feds.  You  can't  pull  the  plug  on  us.  You 
can't  start  the  ball  game  and  then  quit.  You 
give  us  the  muscle.  We'll  do  the  work.  We  are 
the  only  ones  who  can  do  this  properly.  We  are 
the  only  ones  who  are  in  there  . . . watching 
out  for  the  welfare  of  our,  no  your,  elderly.  We 
are  the  only  bulwark  between  them  and  the 
unscrupulous  operators  who  are  SURE  to  sur- 
face — and  quickly  — if  you  are  going  to  de- 
fault this  game.  I can  promise  you  — here  and 
now  — if  that  happens  there  will  be  a very 
heavy  price  paid  by  both  the  state  and  the 
federal  government.  If  you  think  crippling  us 
is  going  to  cut  any  costs,  it  is  the  falsest  kind  of 
economy. 

In  closing,  I am  borrowing  from  Sophocles, 
who  said,  centuries  ago:  "You  have  this  good 
within  your  hands.  Don't  lose  it!" 
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Dalmane1  <E 

(flurazepam  HCI/Roche) 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep,  frequent 
nocturnal  awakenings  and/or  early  morning  awak- 
ening; in  patients  with  recurring  insomnia  or  poor 
sleeping  habits;  in  acute  or  chronic  medical  situa- 
tions requiring  restful  sleep.  Objective  sleep  labora- 
tory data  have  shown  effectiveness  for  at  least  28 
consecutive  nights  of  administration.  Since  insom- 
nia is  often  transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary  or  recom- 
mended. Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  flur- 
azepam HC1;  pregnancy.  Benzodiazepines  may 
cause  fetal  damage  when  administered  during  preg- 
nancy. Several  studies  suggest  an  increased  risk  of 
congenital  malformations  associated  with  benzodi- 
azepine use  during  the  first  trimester.  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possi- 
bility of  becoming  pregnant  exist  while  receiving 
flurazepam.  Instruct  patient  to  discontinue  drug 
prior  to  becoming  pregnant.  Consider  the  possibil- 
ity of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depres- 
sants. An  additive  effect  may  occur  if  alcohol  is 
consumed  the  day  following  use  for  nighttime  seda- 
tion. This  potential  may  exist  for  several  days  fol- 
lowing discontinuation.  Caution  against  hazardous 
occupations  requiring  complete  mental  alertness 
(e.g.,  operating  machinery,  driving).  Potential 
impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recom- 
mended for  use  in  persons  under  15  years  of  age. 
Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with 
gradual  tapering  of  dosage  for  those  patients  on 
medication  for  a prolonged  period  of  time.  Use 
caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated  patients,  it 
is  recommended  that  the  dosage  be  limited  to  15  mg 
to  reduce  risk  of  oversedation,  dizziness,  confu- 
sion and/or  ataxia.  Consider  potential  additive 
effects  with  other  hypnotics  or  CNS  depressants. 
Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suici- 
dal tendencies,  or  in  those  with  impaired  renal  or 
hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated 
patients.  Severe  sedation,  lethargy,  disorientation 
and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported.  Also  reported: 
headache,  heartburn,  upset  stomach,  nausea,  vom- 
iting, diarrhea,  constipation,  Gl  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weakness, 
palpitations,  chest  pains,  body  and  joint  pains  and 
GU  complaints.  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burn- 
ing eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria,  depres- 
sion, slurred  speech,  confusion,  restlessness,  hallu- 
cinations, and  elevated  SGOT,  SGPT,  total  and  direct 
bilirubins,  and  alkaline  phosphatase;  and  paradoxi- 
cal reactions,  e.g.,  excitement,  stimulation  and 
hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage;  15  mg  may  suf- 
fice in  some  patients.  Elderly  or  debilitated 
patients:  15  mg  recommended  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HC1. 
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July 

1982 

1981 

Most  July  Cases 

1982 

to 

to 

Reported  From 

Disease 

Total 

Date 

Date 

These  Counties 

Amebiasis 

4 

51 

5 

Adair,  Boone,  Johnson 

Brucellosis 

2 

3 

0 

Cedar,  O'Brien 

Chickenpox 

13 

5853 

6978 

Dubuque,  Scott 

Campylobacter 

50 

165 

Johnson,  Linn,  Dubuque 

Cytomegalovirus 
Eaton's  Agent 

2 

26 

13 

Jefferson,  Muscatine 

infection 

34 

141 

15 

Polk,  Linn,  Johnson 

Encephalitis,  viral 
Erythema 

5 

16 

11 

Scattered 

infectiosum 

0 

246 

1149 

Gastroenteritis 

(GIV) 

57 

7972 

12208 

Johnson,  Black  Hawk, 

Scott 

Giardiasis 

18 

72 

24 

Polk,  Johnson, 

Des  Moines 

Hepatitis,  A 

5 

52 

162 

Linn,  Polk, 

Pottawattamie 

Hepatitis,  B 

5 

58 

51 

Lee,  Wayne,  Clinton 

Hepatitis,  Non  A-B 
Hepatitis 

1 

8 

Fayette 

type  unspecified 

2 

18 

37 

Polk,  Woodbury 

Herpes  Simplex 

51 

231 

134 

Johnson,  Linn,  Polk 

Herpes  Zoster 

0 

10 

4 

Histoplasmosis 

Infectious 

0 

14 

7 

mononucleosis 

0 

127 

188 

Influenza, 

lab  confirmed 

0 

73 

191 

Influenza-like 

illness  (URI) 

548 

27224 

48551 

Johnson,  Palo  Alto, 

Black  Hawk 

Legionellosis 

0 

16 

Malaria 

Meningitis 

0 

5 

aseptic 

10 

27 

34 

Polk,  Linn 

bacterial 

7 

99 

83 

Clarke,  Johnson,  Kossuth 

meningococcal 

0 

5 

18 

Mumps 

0 

29 

41 

Pertussis 

2 

5 

2 

Pottawattamie 

Rabies  in  animals 

46 

254 

566 

Story,  Sioux,  Muscatine 

Reye  Syndrome 

0 

4 

Rheumatic  fever 
Rocky  Mt. 

0 

3 

7 

Spotted  Fever 
Rubella 

1 

3 

Warren 

(German  measles) 

0 

0 

4 

Measles 

0 

0 

1 

Salmonellosis 

36 

172 

152 

Linn,  Polk,  Dubuque 

Shigellosis 

1 

22 

20 

Pottawattamie 

Tetanus 

1 

3 

Cerro  Gordo 

Toxic  Shock 
Syndrome 
Tuberculosis 

6 

14 

Scattered 

total  ill 

4 

48 

58 

Polk,  Winneshiek 

bact.  pos. 

3 

36 

38 

Polk,  Winneshiek 

Typhoid  Fever 
Venereal  diseases: 

0 

1 

Gonorrhea 

405 

2673 

2969 

Polk,  Black  Hawk,  Linn 

Syphilis 

1 

18 

14 

Black  Hawk 

Laboratory  Virus  Diagnosis  Without  Specified  Clinical  Syndrome:  Guillain- 

Barre  — 1 , Polk;  Hookworm  — 2,  Johnson;  Ascariasis  — 2,  Black  Hawk,  2, 
Johnson,  1,  Muscatine;  Coxsackie  — 2,  Polk. 


ABOUT 

IOWA 

PHYSICIANS 


Dr.  David  S.  Dwyer  has  joined  Drs.  Thomas 
A.  Brown  and  Leo  J.  Plummer  at  the  Physi- 
cians Eye  Clinic  in  West  Des  Moines.  Dr. 
Dwyer  received  the  M.D.  degree  at  the  Uni- 
versity of  Illinois  School  of  Medicine  in  Chica- 
go and  served  his  ophthalmology  residency  at 
the  University  of  Missouri  in  Kansas  City.  . . . 
Dr.  Mark  Hermanson  recently  began  family 
practice  in  Bettendorf.  Dr.  Hermanson  re- 
ceived the  M.D.  degree  at  the  U.  of  I.  College  of 
Medicine  and  completed  his  family  practice 
residency  at  St.  Luke's  and  Mercy  Hospitals  in 
Davenport.  . . . Dr.  H.  W.  Rathe,  retiring 
Waverly  physician,  recently  was  honored  by 


his  co-workers  at  the  Rohlf  Memorial  Clinic.  A 
plaque  was  presented  to  Dr.  Rathe  and  a dona- 
tion was  given  to  the  Waverly  Public  Library  in 
his  honor.  . . . Dr.  Douglas  J.  Jergenson  has 
joined  the  Bluff  Medical  Center  in  Clinton.  Dr. 
Jergenson  received  the  M.D.  degree  at  the 
U.  of  I.  College  of  Medicine  and  completed  his 
residency  in  internal  medicine  at  Los  Angeles 
County  University  of  Southern  California 
Medical  Center  in  Los  Angeles.  . . . Dr.  Jim 
Buck  recently  began  family  practice  in  Pair- 
field.  Dr.  Buck  received  the  M.D.  degree  at  the 
University  of  Minnesota  Medical  School  and 
completed  his  family  practice  residency  at 
Franklin  Square  Hospital  in  Baltimore,  Mary- 
land. 


Dr.  Donald  L.  Skinner  joined  the  McCrary- 
Rost  Clinic  in  Lake  City  in  July.  Dr.  Skinner 
received  the  M.D.  degree  at  U.  of  I.  College  of 
Medicine  and  completed  his  family  practice 
residency  at  Broadlawns  Medical  Center  in  Des 
Moines.  . . . Dr.  Philip  M.  Schap,  Mason  City, 
was  guest  speaker  at  a recent  meeting  of  the 
Wright  County  Medical  Society.  Dr.  Schap 


rQbco-* 
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MEDICAL  SUPPLY  INC. 

FOR  ALL  YOUR  MEDICAL  SUPPLY  & HOME  CONVALESCENT  NEEDS 


Wheel  Chairs 
Hospital  Beds 
All  Purpose 
Commode  Chairs 
Walkers  — Commodes 
Dressings 


Surgical  Pads 
Combine  Roles 
Under  Pads 
Adult  Plastic  Pants 
Oxygen  Supplies 
Student  Supplies 


Instruments 
Diagnostic  Equip. 
Lab  Supplies 
Equip.  For  Exam 
Rooms 

Crutches  — Canes 


Back  Rests 
Traction  Equip. 
Whirlpool  Baths 
Catheters 
Plastic 
Disposables 


SALES  — LEASING  — SERVICE  — REPAIRS 
"After  the  Sale  . . . it's  the  Service  that  Counts. " 


Call  FOR  INFORMATION:  Home  Office:  PH  319/337-3121 
Branch  Office:  PH  515/274-4015 


225  E.  Prentiss  St.  Iowa  City,  Iowa  52240 

5737  University  Avenue  Des  Moines,  Iowa  5031 1 


OTHER  STATES  IOWA  WATS 

1/800/553-6296  1/800/272-6448 
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spoke  on  “Sun-related  Conditions  of  the 
Skin."  . . . Dr.  Donald  W.  Powers,  Ames,  re- 
cently was  named  president-elect  of  the  Iowa 
Association  of  Pathologists  and  Dr.  Peter  J. 
Stephens,  Muscatine,  secretary-treasurer.  . . . 
Dr.  Jonathan  C.  Goldsmith,  associate  profes- 
sor, Department  of  Internal  Medicine,  U.  of  I. 
College  of  Medicine,  recently  was  named  a 
fellow  of  the  American  College  of  Physicians. 
. . . Dr.  Geoffrey  Miller  recently  joined  Dr. 
John  Bailey  at  the  Broadway  Medical  Clinic  in 
Anamosa.  Dr.  Miller  received  the  M.D.  degree 
at  the  U.  of  I.  College  of  Medicine  and  com- 
pleted his  family  practice  residency  at  St. 
Luke's  and  Mercy  Hospitals  in  Cedar  Rapids. 


Dr.  Jeffrey  J.  Goerss  recently  began  fam- 
ily practice  at  the  Spirit  Lake  Medical  Center 
in  Spirit  Lake.  Dr.  Goerss  received  the  M.D. 
degree  at  the  University  of  Minnesota  Medical 
School  and  took  his  family  practice  postgradu- 
ate work  at  Broadlawns  Medical  Center  in  Des 
Moines.  . . . Dr.  John  Brunkhorst,  Waverly, 
recently  was  named  medical  staff  president  at 
the  Waverly  Municipal  Hospital.  Other  officers 
include  Dr.  Michael  Berstler,  vice  president, 
and  Dr.  David  MacMillan,  secretary- 
treasurer.  Both  are  Waverly  physicians. 
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COMPUTER 


PROGRAMMED  TO  MEET 
YOUR  OFFICE  NEEDS 

FULL  TRAINING  PROVIDED 


FOR  INFORMATION/DEMONSTRATION 
CALL 

GRONERT  COMPUTERS,  LTD. 

4505  FOREST  AVENUE 
DES  MOINES,  IOWA  50311 
(515)  255-0618 


WQlilgLg 


A great  way  of  life 


A SPECIAL  PRACTICE 
FOR  SPECIALISTS 


If  you’re  a General  Surgeon,  Orthopedic  Surgeon, 
Obstetrician  and  Gynecologist,  or  Otolaryngologist  in 
your  final  two  years  of  residence,  the  Air  Force  may 
have  a special  practice  for  you. 

it’s  special  because  you  can  serve  up  to  the  last  two 
years  of  your  residency  as  an  Air  Force  officer. 

it's  special  because  your  pay  and  benefits  package  as 
a medical  officer  is  excellent.  Your  regular  working 
hours  will  allow  you  more  time  with  your  family,  and 
time  to  pursue  Air  Force  sponsored  advanced  educa- 
tional opportunities.  Plus,  you  will  receive  30  days  of 
vacation  with  pay  each  year. 

it’s  special  because  you  will  work  with  modern 
equipment  and  some  of  the  most  highly  trained  pro- 
fessionals in  the  world. 

To  find  out  just  how  special  your  practice  can  be,  call 
your  Air  Force  recruiter. 


Ken  Gardner 
400  South  Clinton 
P.O.  Box  1490 
lowa  City,  IA  52244 
Call  Collect:  319/351-2076 


Dr.  Joseph  F.  Galles  is  the  new  president  of 
the  Linn  County  Medical  Society.  Other  offic- 
ers are  Dr.  Dale  P.  Morgan,  president-elect; 
Dr.  Dean  H.  Bemus,  vice  president;  and  Dr. 
Arno  L.  Jensen,  secretary-treasurer.  All  are 
Cedar  Rapids  physicians.  . . . Dr.  Syed  Shah 
has  joined  the  staff  at  the  Mental  Health  Insti- 
tute in  Independence.  Dr.  Shah  received  the 
M.D.  degree  from  the  University  of  Punjab, 
Pakistan;  interned  at  Nazareth  Hospital  in 
Philadelphia,  Pa.,  and  served  his  internal 
medicine  residency  at  St.  Elizabeth  Hospital  in 
Elizabeth,  New  Jersey.  . . . Dr.  Lane  Reeves,  a 
Waterloo  physician  who  specializes  in  infertil- 
ity and  reproduction,  recently  showed  a new 
camera  used  in  reproductive  surgery  on  the 
ABC  television  show  "20/20."  Dr.  Reeves  has 
returned  to  Waterloo  after  a year  at  Johns  Hop- 
kins University  Hospital  in  Baltimore,  Mary- 
land, where  he  completed  a fellowship  in  the 
study  of  hormone  and  fertility  problems  and 
reproductive  surgery.  . . . Dr.  Kenneth  Jen- 
sen, Clarinda,  closed  his  office  June  30  to  take  a 
one-year  leave  of  absence.  Dr.  Jensen  cited  his 
health  as  the  reason  for  the  closing.  He  began 
his  medical  practice  in  Clarinda  in  1953.  . . . 


Dr.  Michael  J.  Welsh,  assistant  professor.  De- 
partment of  Internal  Medicine,  U.  of  I.  College 
of  Medicine,  and  Dr.  Paul  S.  Williamson, 
assistant  professor,  U.  of  I.  Department  of 
Family  Practice,  recently  received  grants  from 
the  Cystic  Fibrosis  Foundation.  Dr.  Welsh  will 
investigate  mechanisms  of  transport  in 
tracheal  epithelium  and  Dr.  Williamson  will 
research  electrodermal  responses  in  cystic  fi- 
brosis. 


Dr.  Sabry  Mason  recently  opened  a solo  prac- 
tice of  surgery  in  Clarinda.  Dr.  Mason  was 
born  in  Egypt  and  educated  in  England.  He  is 
certified  by  the  American  Board  of  Surgery  and 
the  Royal  College  of  Surgery  in  both  Canada 
and  Scotland.  Prior  to  locating  in  Clarinda,  Dr. 
Mason  was  in  private  practice  in  Florence,  Ore- 
gon. . . . Dr.  Pat  Harrison  recently  began  fami- 
ly practice  in  Cherokee.  Dr.  Harrison  occupies 
the  former  office  of  her  father.  Dr.  M.  D. 
Hayden.  Her  mother,  Fran  Hayden,  former 
IMS  Auxiliary  president,  will  be  office  man- 
ager. Prior  to  locating  in  Cherokee,  Dr.  Harri- 
son was  in  the  Student  Health  Department  at 
the  University  of  Northern  Arizona. 


CARE  FOR  YOUR  COUNTRY. 

As  an  Army  Reserve  physician,  you  can  serve 
your  country  and  community  with  just  a small  investment* 
of  your  time.  You  will  broaden  your  professional  expe- 
rience  by  working  on  interesting  medical  projects  in  your 
community.  Army  Reserve  service  is  flexible,  so  it  won’t 
interfere  with  your  practice.  You’ll  work  and  consult  with  top 
physicians  during  monthly  Reserve  meetings.  You’ll  also 
attend  funded  continuing  medical  education  programs.  You 
will  all  share  the  bond  of  being  civic-minded  physicians  who 
are  also  commissioned  officers.  One  important  benefit  of  being  an  officer  is 
the  non-contributory  retirement  annuity  you  will  get  when  you  retire  from  the 
Army  Reserve.  To  find  out  more,  simply  call  the  number  below. 

ARMY  RESERVE.  BE  ALL  YOU  CAN  BE. 

Call  Collect:  CPT  John  M.  Bray  — (612)  354-7702/7328 
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CLASSIFIED  ADVERTISING 


CLASSIFIED  ADVERTISING  RATE  — $2  per  line,  $20  mini- 
mum per  insertion.  NO  CHARGE  TO  MEMBERS  OF  IOWA 
MEDICAL  SOCIETY.  Copy  deadline  — 1st  of  the  month 
preceding  publication. 


FAMILY  PRACTITIONER  WANTED  FOR  MANSON,  IOWA  — 
Branch  of  Fort  Dodge  Medical  Center.  Active,  viable  practice  in  a stable, 
supportive  community  of  2,500  with  full  association  with  large  multi- 
specialty group.  First  year  guaranteed  salary  plus  incentive  and  all 
corporate  fringe  benefits.  Strong  preference  for  physician  to  live  in 
Manson.  Practice  available  as  early  as  September  1,  1982.  For  more 
information,  contact  Gerald  Moore,  Administrator,  Fort  Dodge  Medical 
Center,  P.C.,  300  South  Kenyon  Road,  Fort  Dodge,  Iowa  50501.  515/ 
573-4141. 


INTERNAL  MEDICINE  PRACTICE  FOR  SALE  — Midwestern  city  of 
100,000  with  metropolitan  area  of  350,000.  Hour  from  major  university 
and  medical  school.  Physical  facilities  include  lab,  EKG,  and  X-ray. 
Easily  expanded  for  partner.  All  medical  and  surgical  specialties  repre- 
sented. 300-bed  hospital  10  minutes  from  office.  For  additional  informa- 
tion, phone  913/432-0730. 


FAMILY  PHYSICIAN  WANTED  — to  join  three  Board  Certified 
Family  Physicians  in  a young  and  growing  medical  practice  in  Central 
Minnesota.  The  practice  is  oriented  toward  Family  Practice  Medicine 
and  located  centrally  in  the  state  with  quick  access  to  the  Minneapolis- 
St.  Paul  area.  Both  practices  are  a short  distance  from  the  St.  Cloud  area 
and  our  physicians  use  the  St.  Cloud  Hospital  for  hospitalization  of  their 
patients.  Cultural  and  recreational  activities  are  abundant  in  this  area  of 
Minnesota.  The  salary  and  fringe  benefits  are  open  and  negotiable.  If 
interested,  please  contact  Thomas  J.  Newton,  M.D.,  Medical  Director,  or 
contact  Daryl  G.  Mathews,  Administrator,  at  either  the  St.  Joseph  or 
Cold  Spring  Medical  Clinics,  26  North  Red  River  Avenue,  Cold  Spring, 
Minnesota  56320,  or  call  collect  612/685-8641  or  612/363-7765  in  St. 
Joseph,  Minnesota. 


CENTRAL  WISCONSIN  — 50-physician  multi-specialty  group  has 
openings  for  physicians  in  the  following  specialties  — Otolaryngology, 
OB/GYN,  Cardiology,  Neuroradiologist  and  General  Surgery  with  a 
fellowship  training  in  Peripheral  Vascular  Surgery.  Competitive  first 
year  salary,  incentive  plan  thereafter.  Comprehensive  fringe  benefits. 
New  facility  near  new  hospital.  Located  in  beautiful,  quiet,  central 
Wisconsin  metropolitan  area  of  65,000.  Recreational  opportunities  abun- 
dant. For  more  information  contact  K.  L.  Day,  M.D.,  Wausau  Medical 
Center,  S.C.,  2727  Plaza  Drive,  Wausau,  Wisconsin  54401  or  call  collect 
715/847-3351. 


FAMILY  PRACTICE  PHYSICIAN/OR  PRIMARY  CARE  ORIENTED 
INTERNIST  — To  join  2 family  practice  physicians  and  a board  certified 
surgeon  in  a group  practice.  Located  in  a community  of  2,500  in  south- 
west Minnesota.  This  medical  clinic  is  supported  by  a modern  30-bed 
acute  care  hospital  and  138-bed  skilled  long  term  care  facility.  Guaran- 
teed first  year  income,  will  pay  travel  expenses  for  interview.  Interested 
physicians  send  curriculum  vitae  to  William  Wilson,  Administrator, 
Springfield  Community  Hospital,  P.  O.  Box  146,  Springfield,  Minnesota 
56087  or  call  Collect  507/723-4215  for  more  information. 


WOULD  YOU  SELL  YOUR  PRACTICE  FOR  A YEAR'S  SALARY  OR 
MORE?  Physicians  with  an  established  practice  in  key  areas  can  receive 
excellent  returns  if  they  decide  to  sell  their  practice.  For  more  informa- 
tion, call  FirstCare,  Inc.  816/587-1850. 


PRACTICE  OPPORTUNITIES  — Health  Resources  has  long-term 
career  opportunities  and  short-term  locum  tenens  positions  available. 
Please  send  CV  in  confidence  to:  Dr.  Ron  Hammerle,  Health  Resources, 
Ltd.,  River  Road  Professional  Bldg.,  Box  12220,  Kansas  City,  Missouri 
64152.  816/587-0920. 


SURGEON  RELOCATING  — 45-year-old,  board  certified,  university 
trained  general  surgeon  considering  relocation  due  to  breakup  of  present 
group.  Prefer  location  within  200-mile  radius  of  Omaha-Lincoln  area  and 
community  size  of  6,000  or  larger.  Address  your  inquiry  to  No.  1544, 
JOURNAL  OF  THE  IOWA  MEDICAL  SOCIETY,  1001  Grand  Avenue, 
West  Des  Moines,  Iowa  50265. 


ORTHOPEDIC  SURGEON  WANTED  — Earn  $100,000/YR.  — 60 
hours/WK.  Practice  in  a modern  medical  facility;  completion  of  recog- 
nized training  programs;  licensability  and  highly  acceptable  references 
required.  Equal  opportunity  employer;  no  fee.  J.O.  #1344625  Contact 
Art  Nelson,  Job  Service  of  Iowa,  P.O.  Box  1444,  Ft.  Madison,  Iowa  52627. 


THANKS  TO  OUR  ADVERTISERS 


Aetna  Life  & Casualty  Co 360 

Air  Force  Medicine  385 

Army  Reserve 386 

Bishop  Clarkson  Memorial  Hospital  371 

Blue  Cross/Blue  Shield  362 

Bristol  Laboratories  379 

Computerland  352 

Gronert  Computers,  Ltd 385 

Hawkeye  Medical  Supply,  Inc 384 

Lilly,  Eli,  & Company 368 

Lookout  Village  373 

Medical  Protective  Company  374 

Millard  K.  Mills  and  Company 352 

Northwestern  Bell  381 

Northwestern  Medical  Association  371 

Parke-Davis  356-357 

Prouty  Company  354 

Roche  Laboratories  . . 350-351,  352,  382B,  383,  391-392 

St.  Paul  Fire  and  Marine  Insurance  Co 358 

Upjohn  Company 382A 
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PHYSICIANS’  DIRECTORY 


ALLERGY 


RICHARD  L.  COOLEY,  M.D. 
PARK  CLINIC 
MASON  CITY 
515/421-5677 


CARDIOLOGY 


CARDIOLOGY  CONSULTANTS,  P C. 

A.  L.  CHUGHTAI,  M.D.,  F.A.C.C. 

M.  L.  KWATRA,  M.D. 

1028  FOURTH  STREET 
DES  MOINES  50314 
515/244-1352 
PRACTICE  LIMITED  TO 
CARDIOVASCULAR  DISEASES  — ALL 
INVASIVE  AND  NONINVASIVE 
PROCEDURES 


DERMATOLOGY 


ROBERT  J.  BARRY,  M.D. 

1030  FIFTH  AVE.,  S.E. 

CEDAR  RAPIDS  52403 
319/366-7541 

PRACTICE  LIMITED  TO  DISEASES, 
CANCER  AND  SURGERY  OF  SKIN 

ROGER  I.  CEILLEY,  M.D. 

J.  WILLIAM  HOLTZE,  M.D. 

1212  PLEASANT,  SUITE  402 
DES  MOINES  50309 
515/244-0136 

DERMATOLOGY,  DERMATOLOGIC 
SURGERY  AND  MOHS’ 
CHEMOSURGERY  FOR  SKIN  CANCER 

RANDALL  R.  MAHARRY,  M.D. 

1212  PLEASANT,  SUITE  406 
DES  MOINES  50309 
515/243-86766 

ROBERT  R.  SCHULZE,  M.D. 

3836  BEAVER 
DES  MOINES  50310 
515/277-6377 

DERMATOLOGY  AND  DERMATOLOGIC 
SURGERY 

S.  D.  MARTY,  M.D. 

P.  M.  SCHAP,  M.D. 

PARK  CLINIC 
MASON  CITY 
515/421-5620 


DERMATOPATHOLOGY 


ASSOCIATED  PATHOLOGISTS,  P C. 
KINGSLEY  B.  GRANT,  M.D. 

DERMATOPATHOLOGY 

ROGER  C.  UNDO,  M.D. 

J.  MARTIN  JOHNSON,  M.D. 

1026  A.  AVENUE,  N.E. 

CEDAR  RAPIDS  52402 
319/369-7002 
ANATOMIC  AND  CLINICAL 
PATHOLOGY 


ELECTRODIAGNOSIS 


BURTON  STONE,  M.D. 

BURLINGTON  MEDICAL  CENTER 
2910  MADISON  AVENUE 
BURLINGTON  52601 
319/754-7841 

ELECTROMYOGRAPHY  & NERVE 
CONDUCTION  VELOCITY  STUDIES, 
PHYSICAL  MEDICINE  & 
REHABILITATION,  KLEIN 
REHABILITATION  UNIT 


GASTROENTEROLOGY 


DIAGNOSTIC  GASTROENTEROLOGY 
ASSOCIATES,  P.C. 

Y.  PRUSAK,  M.D. 

HARVEY  GILLER,  D.O. 

JEFFREY  STAHL,  M.D. 

943  19TH 
DES  MOINES  50311 
515/288-6097 
PRACTICE  LIMITED  TO 
GASTROENTEROLOGY  AND 
GASTROINTESTINAL  ENDOSCOPY 

JAMES  P.  GOULD,  M.D. 

COLONY  PARK  BLDG. 

37TH  AND  WOODLAND 
WEST  DES  MOINES  50265 
515/225-3122 
PRACTICE  LIMITED  TO 
GASTROENTEROLOGY 


GYNECOLOGY-ONCOLOGY 


FARSHAD  AGAHI,  M.D. 
PARK  CLINIC 
MASON  CITY 
515/421-5625 


HEMATOLOGY-ONCOLOGY 


JASJEET  SANGHA,  M.D. 

3118  BROCKWAY  ROAD 
WATERLOO  50701 
319/235-7774 

PRACTICE  LIMITED  TO  HEMATOLOGY 
AND  MEDICAL  ONCOLOGY 


INTERNAL  MEDICINE 


RALPH  R.  PRAY,  M.D.,  F.A.C.P. 

1221  CENTER  STREET,  SUITE  15 
DES  MOINES  50309 
515/282-8343 

CHEST,  INFECTIOUS 
DISEASES  & INTERNAL 
MEDICINE  ASSOCIATES,  P.C. 

ROGER  T.  LIU,  M.D. 

INTERNAL  MEDICINE  & PULMONARY 
DISEASES 

DANIEL  H.  GERVICH,  M.D. 


INTERNAL  MEDICINE  & INFECTIOUS 
DISEASES 

1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


PULMONARY  MEDICINE 


PULMONARY  MEDICINE,  P.C. 
STEVEN  K.  ZORN,  M.D. 
GREGORY  HICKLIN,  M.D. 
4060  WESTOWN  PKWY. 
WEST  DES  MOINES  50265 
515/225-8452 


LEGAL  SERVICES 


MARK  D.  RAVREBY,  M.D.,  J.D. 
1001  OFFICE  PARK  RD. 

WEST  DES  MOINES  50265 
515/225-2979 


NEONATOLOGY 


S.  SAHU,  M.D.,  F.A.A.P. 
NEWBORN  SPECIALIST,  P.C. 
MERCY  MEDICAL 
PLAZA,  SUITE  304 
DES  MOINES  50314 
24  HOUR  515/244-0377 


NEUROLOGY 


ALFREDO  D.  SOCARRAS,  M.D. 

421  LAUREL,  SUITE  408 
DES  MOINES  50314 
515/283-0605 

NEUROLOGY  & ELECTROMYOGRAPHY 

NEUROLOGICAL  ASSOCIATES  OF 
DES  MOINES,  P.C. 

MICHAEL  J.  STEIN,  D.O.,  JOSEPH  M.  DORO, 
D.O.,  DAVID  L.  FRIEDGOOD,  D.O. 

1440  EAST  GRAND  AVENUE,  SUITE  2-C 
DES  MOINES  50316 
515/262-3156 

NEUROLOGY,  ELECTROMYOGRAPHY, 
ELECTROENCEPHALOGRAPHY 


NEUROSURGERY 


NEURO-ASSOCIATES,  P.C. 

JOHN  T.  BAKODY,  M.D.,  ROBERT  C.  JONES, 
M.D.,  STUART  R.  WINSTON,  M.D. 

1034  FOURTH 
DES  MOINES  50314 
515/283-2217 
PRACTICE  LIMITED  TO 
NEUROSURGERY 

JAMES  R.  LAMORGESE,  M.D. 

411  10TH  STREET  S.E. 

CEDAR  RAPIDS  52403 
319/366-0481 

PRACTICE  LIMITED  TO 
NEUROSURGERY 

HOSUNG  CHUNG,  M.D. 

3324  KIMBALL  AVENUE 
WATERLOO  50702 
319/232-8756 

PRACTICE  LIMITED  TO 
NEUROSURGERY 
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FRANK  M.  HUDSON,  M.D. 

1221  CENTER 
DES  MOINES  50309 
515/244-3174 

PRACTICE  LIMITED  TO 
NEUROSURGERY 

EUGENE  E.  HERZBERGER,  M.O. 
MERCY  DRIVE 
DUBUQUE  52001 
319/557-1550 

PRACTICE  LIMITED  TO 
NEUROSURGERY 


OPHTHALMOLOGY 


WOLFE  CLINIC,  P.C. 

OTIS  D.  WOLFE,  M.D.,  RUSSELL  H.  WATT,  M.D., 
JOHN  M.  GRAETHER,  M.D.,  RUSSELL  R. 
WIDNER,  M.D.,  GILBERT  W.  HARRIS.  M.D.. 
JAMES  A.  DAVISON,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1565 

OPHTHALMIC  ASSOCIATES,  P.C. 

ARTHUR  C.  WISE,  M.D.,  ROBERT  D.  WHINERY, 
M.D.,  STEPHEN  H.  WOLKEN,  M.D. 

2409  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3623 


NORTH  IOWA  EYE  CLINIC,  P.C. 

HARRY  W.  ALCORN,  M.D.,  ADDISON  W. 
BROWN,  JR.,  M.D.,  M.  L.  LONG,  M.D. 
1307  6TH  STREET,  S.W. 

MASON  CITY  50401 
515/423-8861 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA,  M.D.,  JAMES  W.  WHITE, 
M.D.,  GERALD  J.  COLLINS,  M.D.,  JAMES  E. 
SPODEN,  M.D. 

1370  DODGE 
DUBUQUE  52001 
319/588-0506 


IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 
ROBERT  T.  BROWN,  M.D.,  ROBERT  G.  SMITS, 
M.D.,  EUGENE  PETERSON,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 


OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

939  OFFICE  PARK  RD„  SUITE  121 
WEST  DES  MOINES  50265 
515/225-8665 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

THOMAS  OKNER,  M.D. 

PHILIP  SCHEINBERG,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 

EAR,  NOSE  AND  THROAT  SURGERY, 
HEAD  AND  NECK  SURGERY,  FACIAL 
PLASTIC  SURGERY 


PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1223  CENTER  SUITE  19 
DES  MOINES  50309 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


ORTHOPEDICS 


STEINDLER  ORTHOPEDIC  CLINIC 
WEBSTER  B.  GELMAN,  M.D.,  GERALD  W.  HOWE, 
M.D.,  JAMES  J.  PUHL,  M.D.,  EDWARD  A. 
DYKSTRA,  M.D.,  MICHAEL  M.  DURKEE,  M.D. 
2403  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3606 


PATHOLOGY 


CLINICAL  PATHOLOGY  LABORATORY 

C.  H.  DENSER,  JR.,  M.D.,  M.  A.  MESERVEY, 

M.D.,  A.  R.  PRADHAN,  M.D. 

1073  FIFTH 

DES  MOINES  50314 

515/283-1578 

Iowa  IN-WATS  800/362-5290 

SURGICAL  PATHOLOGY,  CLINICAL 
PATHOLOGY  INCLUDING 
HEMATOLOGY,  CLINICAL  CHEMISTRY 
AND  BACTERIOLOGY  — EXFOLIATIVE 
CYTOLOGY  — RADIOISOTOPES 

PATHOLOGY  ASSOCIATES,  P.C. 

ORLYN  ENGELSTAD,  M.D., 

HARRY  J.  KASSIS,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 
MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY. 


CLINICAL  LABORATORIES 

D.  W.  POWERS,  M.D.,  L.  C.  PANG,  M.D., 

C.  P.  GRYTE,  M.D. 

P.O.  BOX  1683 
AMES  50010 
515/233-2316 

CONSULTATION  IN  LABORATORY 
MEDICINE  AND  PATHOLOGY 


PSYCHIATRY 


J.  C.  N.  BROWN,  M.D. 
2416  TOWNCREST  DR. 
IOWA  CITY  52240 
319/338-7941 


SATTERFIELD  PSYCHIATRIC  ASSOCIATES,  P.C. 
2928  HAMILTON  BLVD. 

SIOUX  CITY  51 104 

712/277-2379 

800/352-4962 

PSYCHIATRIC  THERAPY  — ALL  AGES 

RICHARD  E.  PRESTON,  M.D. 

1221  CENTER  SUITE  8 
DES  MOINES  50309 
515/283-1221 

PRACTICE  LIMITED  TO  PSYCHIATRY  & 
NEUROLOGY 


CEDAR  CENTRE  PSYCHIATRIC  GROUP 
R.  PAUL  PENNINGROTH,  M.D.,  ROBERT  W. 
SHULTICE,  M.D.,  HUNTER  H.  COMLY,  M.D. 
CEDAR  RIVER  TOWER,  SUITE  133 
CEDAR  RAPIDS  52401 
319/365-3993 

ADULT  AND  CHILD  PSYCHIATRY 


JEAN  ARNOLD,  M.D.,  F.A.P.A. 
412  TENTH  AVENUE,  BOX  5036 
CORALVILLE  52241 
319/351-4196 

THERAPY— ALL  AGES 
COUPLE  COUNSELING 


ASSOCIATES  FOR  PSYCHIATRY  P.C. 

WM.  J.  MOERSHEL,  M.D.;  CHAS.  G.  WELLSO, 
M.D.;  EDICK  HARTUNIAN,  M.D.;  S.  ORTEGA, 
M.D.;  FRANCIS  A.  VASQUEZ,  M.D. 

717  A AVENUE,  N.E. 

CEDAR  RAPIDS  52402 
319/364-0116 

Telephone  answered  day  or  night 

ADULT  AND  CHILD  PSYCHIATRY 
MARRIAGE  AND  FAMILY  COUNSELING 
PSYCHOLOGICAL  TESTING 


SURGERY 


A.  B.  GRUNDBERG,  M.D. 

1515  LINDEN 

DES  MOINES  50309 

515/288-5759 

ORTHOPAEDIC  SURGERY,  SURGERY  OF 
THE  HAND 

N.  K.  PANDEYA,  D.O.,  P.C. 

1440  E.  GRAND,  SUITE  2B 
DES  MOINES  50316 
515/265-4251 

PLASTIC  SURGERY,  RECONSTRUCTIVE 
SURGERY  AND  HAND  SURGERY 

PLASTIC  SURGERY  INSTITUTE,  P.C. 

JAMES  0.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICRQVASCULAR  PLASTIC  SURGERY 

WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 

FACIAL  PLASTIC  AND 
RECONSTRUCTIVE  SURGERY 

SINESIO  MISOL,  M.D. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515/244-7272 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


UROLOGY 


A.  W.  WOODWARD,  M.D. 

31 16  BROCKWAY  RD. 
WATERLOO  50702 
319/236-3435 

PRACTICE  LIMITEDTO 
UROLOGY 
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In  The 

Public  Interest 


IVCCC  Use 
Study  Arrives 

The  efforts  of  various  Iowa  leaders  to  ex- 
amine and  understand  the  complexities  of 
health  care  delivery  continue  to  accelerate. 
Further  backing  for  this  statement  came  in  Au- 
gust with  the  arrival  of  a new  Iowa  hospital 
utilization  study. 

On  August  17  the  Iowa  Voluntary  Cost  Con- 
tainment Committee  (IVCCC)  unveiled  a 
study  on  hospital  usage  it  commissioned  in 
1981.  The  study  measures  further  the  use 
made  of  Iowa  hospitals  by  patients  and  physi- 
cians. The  project  was  directed  by  John  E. 
Wennberg,  M.D.,  of  Dartmouth  College, 
Hanover,  New  Hampshire,  in  collaboration 
with  SERVI-SHARE  of  Iowa.  This  IVCCC  re- 
search parallels  what  Dr.  Wennberg  has  done 
in  Maine,  Vermont  and  Rhode  Island. 

For  background  understanding,  the  IVCCC 
organizationally  is  a voluntary  enterprise  com- 
posed of  individuals  from  business,  industry, 
labor,  government,  insurance,  hospitals  and 
medicine.  Its  work  has  been  spurred  by  the 
Iowa  Medical  Society,  Iowa  Hospital  Associa- 
tion, Blue  Cross/Blue  Shield  and  others  out  of  a 
belief  that  such  an  entity  is  appropriate  to 
address  the  important  issues  surrounding  the 
delivery  of  health  care  today. 

As  thought  likely,  the  IVCCC/ Wennberg 
study  produced  interesting  variations  within 
and  among  sections  of  Iowa.  The  findings  sub- 
stantiate what  is  generally  acknowledged,  that 
medicine  — whether  practiced  in  North  Dako- 
ta, Nova  Scotia  or  northwest  Iowa  — differs  in 
style  from  place  to  place,  mixing  scientific  de- 
terminations and  procedures  with  an  art  of 
medicine  that's  developed  by  a practitioner  or 
practitioners  in  a given  area  over  the  years. 

This  phenomenon  is  demonstrated  in  the 
study,  for  example,  with  data  showing  the 
number  of  admissions  for  tonsillectomies  to  be 
several  times  greater  in  some  areas  of  the  state 
than  in  others.  Similar  variations  appeared  for 
prostate  surgery,  dilation  and  curettage,  vari- 
cose vein  removal,  cataract  extraction  and 


hemorrhoidectomy.  By  contrast  area  varia- 
tions were  slight  for  other  common  surgical 
procedures,  i.e.,  appendectomies,  hysterecto- 
mies, cholecystectomies  and  hernia  repairs. 

The  IVCCC  study  tells  of  other  per  capita 
variations  in  the  state  which  are  of  conse- 
quence — number  of  beds,  hospital  personnel 
and  hospital  expenditures.  For  example, 
among  23  Iowa  areas  with  populations  greater 
than  20,000,  per  capita  hospital  expenditures 
in  1980  ranged  from  a low  of  $107  to  a high  of 
$317.  Total  hospital  admissions  varied  con- 
siderably, from  a low  of  109  per  1,000  to  a high 
of  238. 

This  complex  array  of  IVCCC  information 
will  facilitate  interesting  discussion  including 
much  obviously  within  the  medical  commu- 
nity. By  looking  thoughtfully  at  the  procedural 
variations  mentioned  earlier  there  should  be  a 
professional  learning  opportunity  of  consider- 
able value. 

As  William  Bliss,  M.D.,  Ames,  IMS  past- 
president  and  IVCCC  co-chair,  said  last  month 
when  the  report  was  released,  “We  are  focus- 
ing here  on  a critical  component  in  the  issue  of 
rising  health  care  costs.  We  have  undertaken 
the  study  to  better  understand  utilization  of 
Iowa  hospitals.  Now,  with  the  prospect  of  the 
kind  of  feedback  and  continuing  education 
program  conducted  by  Dr.  Wennberg  in  New 
England,  our  opportunities  are  significant." 

To  this  end,  the  IVCCC  has  okayed  referral 
of  the  general  study  (plus  data  specific  to  each 
facility)  to  the  131  Iowa  hospitals  surveyed,  to 
the  Iowa  Medical  Society  and  the  Iowa  Hospi- 
tal Association.  Study  of  the  data  is  encour- 
aged to  see  what  the  implications  are.  Hope  is 
that  hospital  medical  staffs  and  utilization  re- 
view committees  will  look  at  it  in  depth.  Where 
appropriate,  voluntary  approaches  will  be  en- 
couraged to  change  usage  patterns  to  achieve 
cost  savings. 

The  IVCCC  puts  it  this  way:  The  study  will 
provide  hospitals,  physicians  and  others  con- 
cerned about  health  care  costs  in  Iowa  with 
data  useful  in  changing  utilization  patterns  to 
lower  overall  health  care  costs. 

Where  this  does  not  affect  quality , let  it  stand  as  a 
fundamental  goal. 

September  1982 

Journal  of  the  Iowa  Medical  Society 
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PRESIDENT’S 

PRIVILEGE 


THERE'S  MORE  THAN  COST 


As  it  says  above,  these  comments  are  the 
. president's  privilege.  Beyond  this,  howev- 
er, it  is  also  a privilege  for  the  one  holding  this 
office  to  represent  you  on  frequent  occasions. 

In  my  several  months  as  president.  I've 
attended  meetings  where  I have  been  asked  to 
speak  for  Iowa  medicine.  At  these  several  ses- 
sions I've  heard  comments  about  medical  care 
delivery  from  conscientious  and  well-informed 
individuals  who  represent  a cross-section  of 
occupational  endeavor. 

The  majority  of  those  I've  heard  speak  about 
medical  care  have  emphasized  cost  contain- 
ment and  cost  control.  This  is  the  priority  issue 
(as  you  would  guess).  What  can  be  done  about 
it?  They  seem  convinced  the  structure  must  be 
revamped. 

Actually,  the  elements  of  quality  and  access 
are  taken  pretty  much  for  granted.  This  is  grat- 
ifying if  indeed  most  people  do  accept  quality 
as  a given.  Our  challenge,  of  course,  is  to 
assure  its  presence.  As  we  must,  both  person- 
ally and  as  a profession  totally,  let's  keep  in 
mind  there  are  no  substitutes  for  quality,  good 
judgment  and  integrity. 

It  was  my  privilege  in  early  September  to 


speak  for  the  Iowa  Medical  Society  before  the 
new  Legislative  Health  Care  Costs  Joint  Sub- 
committee of  the  Iowa  General  Assembly.  At 
one  point  in  my  comments,  I said,  "...  it  is 
important  to  state  that  humanism,  the  warm 
and  meaningful  relationship  between  physi- 
cian and  patient,  is  an  essential  and  large  part 
of  the  practice  of  medicine." 

Change  which  diminishes  this  idea  of  a per- 
sonal and  caring  doctor/patient  association  is  a 
risky  matter.  We  advocate  that  change  in  the 
health  care  delivery  system  which  is  thought- 
ful and  evolutionary  and  not  revolutionary. 

I believe  this.  And  I am  pleased  for  the  priv- 
ilege to  say  it! 

Hormoz  Rassekh,  M.D. 

President 
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malpractice 


It's  a single,  eleven-letter  word  that  can  put  your  finances,  your  career  and 
your  peace  of  mind  on  the  line. 

You  can  try  to  stop  it.  But  you  have  to  protect  yourself  against  it. 

The  St.  Paul  can  help.  It  helps  over  47,000  doctors  nationwide.  It  can  help 


• over  40  years  of  experience  in  the  medical  liability  market 

• a commitment  to  maintain  market  stability 

• a single  reporting  endorsement  option  with  waiver  of  the  pre- 
mium in  the  event  of  death  or  disability 

• a premium  adjustment  plan 

• expert  loss  prevention  and  claims  handling  resources 

• the  Professional  Office  Package,  a truly  unique  product  that 
offers  property  coverage  as  well  as  office  and  professional 
liability  in  one  convenient,  easy-to-read  package  policy. 

And,  with  a newly  revised  professional  liability  policy,  your  policy  is  among 
the  broadest,  most  comprehensive  The  St.  Paul  has  ever  written. 

• it  contains  no  exclusions 

• the  reporting  endorsement  premium  has  been  eliminated  for 
doctors,  65  and  over,  who  have  retired  and  who  have  been 
insured  with  The  St.  Paul  for  five  consecutive  years  prior  to 
their  retirement 

• a large  deductible  program 

• many  extra  charges  eliminated  for  employed  physicians  and 
surgeons  as  well  as  extra  charges  for  technicians  and  treatments. 


St.  Paul  Fire  and  Marine  Insurance  Company,  Des  Moines  Service  Center, 


you. 


See  your  St.  Paul  agent  for  details. 


Property  & Liability 
Insurance 


1025  Ashworth  Road,  West  Des  Moines,  Iowa  50265 
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THINGS  YOU  SHOULD  KNOW 


COMMISSIONER  & BLUES  State  Insurance  Commissioner  Foudree  is  giving  Blue 

Cross/Blue  Shield  an  additional  90  days  to  comply 
with  his  July  directive.  His  initial  order  had  six  parts,  the  most  ambitious  of  which 
called  for  instituting  a new  hospital  payment  mechanism.  The  Blues  say  they  will  devise 
a prospective  payment  plan  within  the  Commissioner's  timeframe.  They  have  secured 
Dr.  Henry  Miller  of  Maryland  to  consult  in  the  task. 


WENNBERG  USE  STUDY  Educational  use  of  data  from  the  Wennberg  hospital 

utilization  study  will  be  encouraged  by  the  IMS 
Board  of  Trustees.  Study  of  their  specific  data  by  individual  hospital  medical  staffs 
may  be  profitable,  as  may  be  study  of  the  general  report  by  specialty  organizations. 
The  project  was  undertaken  by  the  Iowa  Voluntary  Cost  Containment  Committee. 


TO  WASHINGTON  ON  FTC  Society  President  Hormoz  Rassekh,  M.D.,  and  President- 

elect Erling  Larson,  Jr.,  M.D.,  were  in  Washington, 
D.C.,  in  September  to  confer  with  the  Iowa  Congressional  delegation  on  legislation 
pertaining  to  the  Federal  Trade  Commission.  Medicine's  goal  is  to  preclude  FTC  regula- 
tion of  the  professions. 

U.  OF  I.  PRESIDENT  Talking  to  the  IMS  Executive  Council  in  September, 

new  University  of  Iowa  President  James  0.  Freedman 
said,  "Professional  schools  relate  broadly  to  the  needs  and  nature  of  man.  They  have 
much  relevance  to  the  University  and  need  to  be  fully  integrated  into  its  life."  He 
noted  particularly  the  joint  endeavors  of  the  College  of  Medicine  with  other  units 
and  divisions  of  the  University. 

IFMC/BLUE  CROSS  AGREEMENT  The  Iowa  Foundation  for  Medical  Care  and  Blue  Cross 

have  agreed  the  IFMC  will  continue  to  review  BC 
subscriber  services.  The  new  agreement  targets  an  IFMC  goal  of  10%  fewer  days  of  care 
per  thousand.  The  10%  bid  commences  1/1/83. 

NUCLEAR  MATTER  The  IMS  is  to  follow  a watchful  course  on  the  issue 

of  nuclear  warfare  and  its  medical  consequences. 

So  said  the  Executive  Council  in  September  in  answer  to  a bid  from  Muscatine  County 
to  introduce  a further  resolution  on  the  topic  at  the  fall  interim  meeting  of  the  AMA 
House.  A June  resolution  from  Iowa  asked  for  creation  of  an  ad  hoc  committee  in  the 
AMA  to  give  further  attention  by  the  medical  profession  to  this  vital  topic.  The  June 
resolution  was  defeated  with  the  thought  that  appropriate  activity  is  underway. 


LEGISLATIVE  MATTERS  With  one-third  to  one-half  of  Iowa's  lawmakers  being 

new  in  1983,  IMS  Legislative  Chairman  Clarence  H. 

Denser,  Jr.,  M.D. , told  the  Executive  Council  in  September  some  interesting  and  challenging 
times  are  ahead.  He  said  Iowa  physicians  need  to  get  acquainted  with  their  legislators 
before  the  session  opens  in  January;  only  this  way  can  the  Society  hope  to  be  effective 
in  its  work.  The  IMS  Legislative  Committee  will  review  priorities  late  this  month. 

IMS  DIRECTORY  GOING  The  1982-83  IMS  Member  Directory  is  being  sent  this 

month.  The  book  is  a valuable  reference  tool  in 
physicians'  offices  and  clinics.  It  contains  specialty  designations,  addresses,  tele- 
phone numbers,  etc. 

SHIELD  ACTIVITY  Blue  Shield  Board  Chairman  E.E.  Linder,  M.D.,  told 

the  IMS  Executive  Council  in  September  additional 
monitoring  of  utilization  and  costs  is  inevitable.  Dr.  Linder  said  the  list  of  out- 
patient surgical  procedures  is  likely  to  be  expanded.  The  72  procedures  now  designated 
have  been  accepted  generally  by  the  medical  community. 

SUNDERBRUCH  APPOINTED  As  President  of  the  American  Association  of  Founda- 

tions for  Medical  Care,  John  Sunderbruch,  M.D., 
Davenport,  is  on  an  AMA  advisory  committee  to  assist  in  the  development  of  a national 
health  policy.  The  project,  extending  to  1984,  was  approved  in  June  by  the  AMA  House 
of  Delegates.  Various  private  sector  organizations  will  be  involved. 


Outpatient  surgery 
programs  do 
reduce  inpatient 
hospital  days  and 
have  the  potential 
to  significantly 
impact  health  care 
costs  in  Iowa. 


Blue  Cross  and  Blue  Shield 
of  Iowa  support  outpatient 
programs  when  medically 
appropriate  as  a means  to 
reduce  the  cost  of  health  care 
in  our  state. 

And  recent  data  show 
trends  toward  more  out- 
patient surgery  in  Iowa.  In 
fact,  many  of  the  medical  and 
surgical  procedures  suggest- 
ed by  the  Iowa  Foundation  for 
Medical  Care  (IFMC)  as 


appropriate  for  an  outpatient 
setting  were  performed  on  an 
outpatient  basis  last  year. 

We  are  encouraged  that 
more  physicians  and  their 
patients  are  realizing  the 
benefits  of  outpatient 
surgery. 

We  all  need  to  work  to 
maintain  a qualitative, 
affordable  health  care 
delivery  system. 


Blue  Cross 
Blue  Shield 

of  Iowa 
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QUESTIONS 

-ANSWERS 

Dennis  Solheim 
Des  Moines,  Iowa 


SURGERY  CENTER 
OF  DES  MOINES 


While  outpatient/ same  day  surgery  is  available  in 
many  Iowa  hospitals,  the  only  free-standing  facility 
within  our  borders  is  the  Surgery  Center  of  Des 
Moines.  It  was  developed  and  is  operated  by  a group 
of  anesthesiologists.  Its  four  operating  rooms  were 
opened  in  November  1981.  Its  administrator,  Mr. 
Dennis  Solheim,  provides  these  comments  after  one 
year  of  operation  by  the  Surgery  Center. 


Please  give  us  a brief  explanation  of  how  the 
Surgery  Center  is  organized  and  how  it  oper- 
ates. 

The  Surgery  Center  of  Des  Moines,  Inc.,  is  a 
free-standing,  independently  owned  and 
operated  ambulatory  surgery  facility.  It  has 
been  designed  and  equipped  for  the  purpose 
of  performing  elective  surgical  procedures. 
The  medical  staff  is  comprised  of  Des  Moines 
area  physicians  and  surgeons  with  privileges 
at  local  hospitals.  Surgery  is  scheduled  at  our 
facility  Monday  through  Friday  with  cases 
starting  at  7:30  a.m. 

Could  you  provide  examples  of  the  proce- 
dures which  are  done  most  commonly? 

The  most  common  procedures  include 
D&C's,  excision  of  cysts  and  lesions, 


orthopedic  procedures  (arthroscopies),  plastic 
procedures,  myringotomies,  sterilizations 
(male  and  female),  breast  biopsies  and  cystos- 
copies. 

Is  use  of  the  Center  increasing  steadily?  Is  the 
number  of  physicians  providing  services 
growing?  How  many  procedures  can  be  done 
in  a day? 

As  physicians  become  more  aware  of  the 
efficiencies  for  themselves  and  the  cost  savings 
to  the  patients,  usage  of  the  Surgery  Center 
will  continue  to  increase.  Our  approved  medi- 
cal staff  now  numbers  80.  To  date,  46 physicians 
have  used  our  facility.  These  figures  are  very 
pleasing  and  encouraging  to  us.  Depending  on 
the  types  of  procedures,  as  many  as  40  patients 
could  have  surgery  in  one  day. 

How  has  patient  acceptance  been?  Do  most 
seem  to  like  this  approach  for  the  type  of  ser- 
vice they  need? 

We  follow  our  patient's  progress  after 
surgery.  By  doing  so,  we  have  heard  many 
positive  comments  about  their  experience  at  our 
facility.  The  most  frequent  comments  are 
directed  to  the  personal  and  caring  attention  of 
our  nursing  staff,  a thorough  explanation  of 
the  procedure,  home  care  instructions,  family 
involvement,  home-like  atmosphere,  and 
general  cleanliness  of  the  facility.  Patients 
seem  more  relaxed  about  their  surgery  know- 
ing they  will  return  to  their  home  within  a few 
hours  to  recuperate. 

Is  the  main  goal  one  of  cost  containment,  and, 
if  so,  what  is  your  impression  about  achieving 
this  goal? 

Our  main  goal  is  to  provide  high  quality  care 
and,  at  the  same  time,  a lower  cost  alternative 
to  the  hospital  setting.  Response  to  our  efforts 
in  cost  containment  by  physicians  has  been 
excellent.  As  the  public  becomes  more  aware 
of  health  care  costs,  we  are  receiving  more  calls 
to  compare  our  fees  with  other  alternatives. 
Therefore,  increased  consciousness  from 
physicians,  business  and  the  public  will  make 
achievement  of  our  goal  a reality. 

(Please  turn  to  page  403) 
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Financial  Planning  Info 


TEFRA  . . . Good  News  and 
Bad  News! 


DAVID  E.  BLACK,  C.F.P. 

Des  Moines,  Iowa 

August  15,  1982  has  broken  an  extended 
silence  from  the  1974  ERISA  legislation, 
“no  news  has  been  good  news."  TEFRA 
stands  for  Tax  Equity  and  Fiscal  Responsibility 
Act  of  1982,  but  many  physicians  may  soon 
begin  wondering  how  much  “equality"  really 
costs.  Most  of  the  bad  news  becomes  effective 
in  1983  and  later,  so  taxpayers  have  time  to 
adjust  strategies  to  minimize  taxes  thereafter. 
However,  the  “cost  of  waiting"  is  applicable  to 
many  existing  plans  that  could  take  advantage 
of  “old"  tax  law  before  1983.  This  article  will 
summarize  some  key  changes  in  the  pension 
area. 

BAD  NEWS 

Top  Heavy  Plans  (faster  vesting,  higher  costs 
for  non-key  employees,  aggregate  limits  on 
multiple  plans) 

First  of  all,  a top  heavy  plan  is  a defined 
benefit  plan  where  the  accumulated  accrued 
benefits  under  the  plan  for  “key  employees" 
exceed  60%  of  the  present  value  of  the  accrued 
benefits.  This  is  applicable  to  all  employees 
with  combined  or  defined  contribution  plans 
where  more  than  60%  of  the  sum  of  the 
account  balances  are  attributable  to  key  em- 
ployees. Key  employees  include  officers  and 
shareholders  with  more  than  5%  ownership 
and  a salary  of  more  than  $150,000.  The  new 
set  of  rules  for  such  plans  include  require- 
ments for  accelerated  vesting  (a  choice  of  100% 
after  3 years  or  a 6 year  graded  schedule).  Only 
compensation  up  to  $200,000  can  be  taken  into 

David  Black  is  a certified  financial  planner  (CFP)  who  has  recently 
joined  The  Prouty  Company  as  Vice-President  to  work  with  professionals 
in  the  areas  of  qualified  retirement  plans  and  personal  tax  sheltering 
programs. 


account  in  determining  benefits  for  a top  heavy 
plan  with  cost  of  living  adjustments  geared  to 
Social  Security  rather  than  Consumer  Price 
Index.  This  will  create  a “trickle  down  effect"  to 
lower  paid  employees  as  employers  lower  con- 
tributions in  accordance  with  a new  $30,000 
limit.  Additionally,  top  heavy  plans  cannot 
count  Social  Security  benefits  or  the  OASDI 
portion  of  FICA  taxes  paid  on  behalf  of  em- 
ployees. Minimum  benefits/contributions  are 
required  for  non-key  employees  and  subse- 
quently bumped  another  percentage  point  if 
the  employer  wants  to  avail  of  aggregate  limits 
on  multiple  plans  (i.e.,  defined  benefit  and 
defined  contribution  combination  programs). 
Loss  of  tax  qualified  status  will  result  to  those 
who  do  not  adopt  the  top  heavy  provisions. 

Anti-Keller  Provision 

Basically,  this  section  was  designed  to  over- 
turn Keller  v.  Commissioner  (77TC1014)  and 
will  allow  the  Secretary  of  Treasury  to  impose 
taxes  on  certain  owner-employees  of  personal 
service  corporations  despite  their  corporate 
form.  The  secretary  may  allocate  all  income, 
deductions,  credits,  exclusions,  etc.,  of  owner- 
employees  (defined  as  those  who  owned  more 
than  10%  of  outstanding  stock)  if  the  corporate 
form  was  adopted  for  the  principal  purpose  of 
evading  or  avoiding  income  tax  by  securing  tax 
benefits  that  would  not  otherwise  be  available. 
Transitional  rules  are  provided  for  those  cor- 
porations wishing  to  liquidate  during  1983  or 
1984  without  the  risk  of  incurring  tax  on  un- 
realized receivables.  Many  typical  professional 
corporations  may  want  to  become  part- 
nerships or  self-employed  individuals  again 
with  a carefully  planned  Keogh. 

Other  Significant  Changes 

Starting  in  1983,  IRC  Sec.  415  limits  on  de- 
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fined  benefit  plans  are  reduced  from  $136,425 
to  $90,000  and  on  defined  contribution  plans 
from  $45,475  to  $30,000  (or  25%  of  compensa- 
tion). Essentially  there  is  a freeze  until  January 
1,  1986  at  this  level.  Further  increases  are 
geared  to  a cost  of  living  factor  based  on  Social 
Security  rather  than  the  Consumer  Price  Index. 
It  appears  no  further  accruals  beyond  the  new 
limitation  will  be  permitted  until  the  new  Act's 
limits  exceed  the  accrued  benefit. 

The  common  practice  of  using  age  55  retire- 
ment to  balloon  contributions  is  eliminated  as 
actuarial  adjustment  is  necessary  for  any  retire- 
ment age  under  62.  The  often  used  140%  rule 
for  the  aggregate  limit  for  an  employee  who 
participates  in  both  a defined  benefit  and  a 
defined  contribution  plan  is  decreased  to  125% 
in  most  cases. 

The  new  general  rule  for  loans  exceeding  the 
new  maximum  from  a qualified  plan  states 
they  will  be  treated  as  distributions,  so  they  are 
now  subject  to  income  taxation.  A 5 year  re- 
payment rule  is  established,  with  the  exception 
of  home  loans  for  construction  or  substantial 
rehabilitation  of  a dwelling.  The  lesser  of 
$50,000  or  50%  of  the  current  nonforfeitable 
accrued  benefit  limit  is  established  as  the 
aggregate  limit  for  loans. 

The  estate  tax  exclusion  has  been  reduced 
from  “unlimited''  to  only  $100,000  on  the 
amount  paid  from  qualified  plans,  deferred 
annuities,  or  IRA  accounts.  Doctors  without 
the  opportunity  of  using  a marital  deduction 
need  to  be  aware  of  this,  especially. 

New  withholding,  reporting  and  record 
keeping  requirements  have  also  been  estab- 


QUESTIONS/ANSWERS 

(Continued,  from  page  401) 


How  would  you  characterize  physician  under- 
standing and  acceptance  of  the  program? 

Basically,  physician  understanding  is  quite 
good.  Our  denial  of  Blue  Cross  coverage  by  the 
insurance  commissioner  has  created  some  con- 
fusion regarding  reimbursements.  Physicians 
are  reimbursed  no  differently  than  if  the  proce- 


lished for  pensions,  annuities,  and  certain  de- 
ferred income,  which  make  professional  pen- 
sion administration  and  plan  design  more  im- 
portant than  ever. 

SOME  GOOD  NEWS! 

New  regulations  will  prescribe  post  age  65 
retirement  benefit  increases  that  will  be 
allowed  where  no  dollar  limit  excess  was  per- 
mitted in  the  past. 

Keogh  plan  contributions  are  now  subject  to 
overall  Sec.  415  limits  ($30,000  for  defined  con- 
tribution and  $90,000  for  defined  benefit  plan) 
and  “employees''  include  self-employeds.  The 
use  of  integration  formulas  may  be  available  to 
lower  costs  of  non-owner  employees.  Keogh 
plans  will  no  longer  be  required  to  have  banks 
(or  other  approved  financial  institutions)  as 
trustees/custodians.  The  employer  can  now 
serve  as  trustee  of  the  plan. 

The  “entire"  distribution  rule  for  IRA-to- 
IRA  and  IRA-to-qualified  plan  rollover  is  elim- 
inated so  that  “partial"  rollovers  of  IRA  dis- 
tribution are  allowed. 

SUMMARY 

The  old  adage  of  “nothing  is  so  sure  as  death 
and  taxes"  remains  relevant,  but  additionally 
we  have  all  been  reassured  that  “change"  is  also 
ultimately  unavoidable  in  effective  qualified 
plan  design.  A “word  to  the  wise"  is  sufficient 
to  those  physicians  who  want  to  maintain  or 
expand  their  tax  sheltering  alternatives.  As 
funding  limits  become  effective,  the  impor- 
tance of  better  rate  of  return  on  pension  assets 
is  accentuated. 


dure  was  performed  at  a hospital.  The  Surgery 
Center  of  Des  Moines,  as  a facility,  is  reim- 
bursed under  major  medical  by  Blue  Shield, 
subject  to  the  individual's  deductible  and  coin- 
surance. Once  this  was  explained  to  them, 
acceptance  began  to  increase. 

Physicians  find  their  cases  handled  in  a time- 
ly and  efficient  manner;  the  necessary  equip- 
ment, instruments  and  supplies  available;  a 
well-trained,  competent  nursing  staff  and  a 
more  relaxed  environment.  These  factors  have 
been  instrumental  in  continued  acceptance 
and  support. 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


Additional  information  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana  46285 

Eli  Lilly  Industries,  Inc. 

Carolina,  Puerto  Rico  00630 


percent  of  patients  and  include  morbilliform  eruptions  (1  in  100). 
Pruritus,  urticaria,  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients.  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and,  frequently,  fever)  have  been  reported. 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor*  (cefaclor).  Such  reactions  have  been  reported  more 
frequently  in  children  than  in  adults.  Signs  and  symptoms  usually 
occur  a few  days  after  initiation  of  therapy  and  subside  within  a 
few  days  after  cessation  of  therapy  No  serious  sequelae  have 
been  reported  Antihistamines  and  corticosteroids  appear  to 
enhance  resolution  of  the  syndrome. 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy. 

Other  effects  considered  related  to  therapy  included  eosinophilia 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in 
100  patients). 

Causal  Relationship  Uncertain- Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported.  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician. 

Hepatic- Slight  elevations  in  SGOT,  SGPT,  or  alkaline 
phosphatase  values  (1  in  40). 

Hematopoietic- Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40). 

Renal- Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200).  (10028IR] 


•Many  authorities  attribute  acute  infectious  exacerbation  of 
chronic  bronchitis  to  either  S.  pneumoniae  or  H influenzae 8 
Note:  Ceclor  is  contraindicated  in  patients  with  known  allergy  to 
the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients. 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
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Precautions:  If  an  allergic  reaction  to  cefaclor  occurs,  the  drug 
should  be  discontinued,  and,  if  necessary,  the  patient  should  be 
treated  with  appropriate  agents,  e g.,  pressor  amines,  antihistamines, 
or  corticosteroids 

Prolonged  use  of  cefaclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms.  Careful  observation  of  the  patient  is 
essential.  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during 
treatment  with  the  cephalosporin  antibiotics  In  hematologic 
studies  or  in  transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the  minor  side  or  in  Coomb 
testing  of  newborns  whose  mothers  have  received  cephalosporin 
antibiotics  before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function.  Under  such  a condition,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 

As  a result  of  administration  of  Ceclor,  a false-positive  reaction 
for  glucose  in  the  urine  may  occur.  This  has  been  observed  with 
Benedict's  and  Fehling's  solutions  and  also  with  Clinitest* 
tablets  but  not  with  Tes-Tape®  (Glucose  Enzymatic  Test  Strip, 
USP,  Lilly). 

Usage  in  Pregnancy-  Although  no  teratogenic  or  antifertility 
effects  were  seen  in  reproduction  studies  in  mice  and  rats  receiving 
up  to  12  times  the  maximum  human  dose  or  in  ferrets  given  three 
times  the  maximum  human  dose,  the  safety  of  this  drug  for  use  in 
human  pregnancy  has  not  been  established  The  benefits  of  the 
drug  in  pregnant  women  should  be  weighed  against  a possible 
risk  to  the  fetus. 

Usage  in  Infancy— Safety  of  this  product  for  use  in  infants 
less  than  one  month  of  age  has  not  been  established. 

Adverse  Reactions:  Adverse  effects  considered  related  to 
cefaclor  therapy  are  uncommon  and  are  listed  below: 

Gastrointestinal  symptoms  occur  in  about  2.5  percent  of 
patients  and  include  diarrhea  (1  in  70)  and  nausea  and  vomiting 
(1  in  90) 

As  with  other  broad-spectrum  antibiotics,  colitis,  including  rare 
instances  of  pseudomembranous  colitis,  has  been  reported  in 
conjunction  with  therapy  with  Ceclor. 

Hypersensitivity  reactions  have  been  reported  in  about  1 .5 


Some  ampicilHn-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.  ^ 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H.  influenzae,  S.  pyogenes 
(group  A befa-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


cefaclor 


Pulvules®,  250  and  500  mg 


Brlel  Summary. 

Consult  the  package  literature  for  prescribing  Information. 
Indications  and  Usage:  Ceclor®  (cefaclor,  Lilly)  is  indicated  in 
the  treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms: 

Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae), 
Haemophilus  influenzae,  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be  perlormed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients  with 
known  allergy  to  the  cephalosporin  group  of  antibiotics. 
Warnings:  in  penicillin-sensitive  patients,  cephalosporin 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY.  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS, 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS,  INCLUDING  ANAPHYLAXIS,  TO  BOTH  DRUG  CLASSES 

Antibiotics,  including  Ceclor,  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs. 
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Acute  Torsion 
Of  the  Gallbladder 


SHIONG  S.  LEE,  M.D.  and  Kl  T.  SONG,  M.D. 
Mason  City,  Iowa 


The  first  case  of  torsion  of  the  gallbladder 
reported  in  the  English  literature  was  by 
Wendel  in  1898. 1 In  the  past  10  years  approx- 
imately 590  cholecystectomies  have  been  per- 
formed at  our  community  hospital;  yet  only 
one  case  of  acute  torsion  of  gallbladder  has 
been  encountered.  We  report  this  unusual  case 
to  increase  the  commonwealth  of  knowledge 
and  awareness  of  this  condition. 

CASE  REPORT 

A 90-year-old  white  woman  was  admitted  in 
November  1981  with  the  chief  complaint  of 
abdominal  pain  in  the  right  upper  quadrant  for 
36  hours.  The  pain  was  described  as  steady 
and  radiating  to  the  right  shoulder  and  back. 
Intermittent  nausea  and  vomiting  were  also 
noted.  She  was  known  to  have  gallstones  for 
years  based  on  a cholecystogram  done  at  the 
other  hospital.  However,  there  was  no  pre- 
vious surgery. 


The  authors  are  associated  with  the  North  Iowa  Medical  Center  in 
Mason  City,  Iowa. 


This  short  case  report  demonstrates  only  one  of  590 
cholecystecomies  over  a decade  to  have  presented  with 
acute  torsion  of  the  gallbladder.  The  elderly  patient 
proceeded  well  through  surgery. 


On  admission,  her  temperature  was  97.8°  F., 
pulse  76/min.,  respiration  19/min.,  BP;  148/68 
mmHg,  and  she  was  mentally  alert.  The  heart 
was  normal  in  size  with  regular  rhythm  and 
without  murmur.  The  EKG  showed  only  slur- 
ring of  ST  segment  with  mild  depression  of  T 
wave.  Muscle  guarding  and  rebounding 
tenderness  were  noted  extending  from  the 
right  upper  to  the  lower  abdomen.  Bowel 
sound  was  present  and  plain  abdominal  x-ray 
film  was  essentially  negative.  Laboratory  in- 
vestigations disclosed  WBC:  16,400/cumm 
with  Segs:  88%,  Bands:  3%,  Lymphs:  9%,  RBC: 
4.98M,  Hct:  39.2%,  Hgb:  13.4gm/dl,  platelets: 
293  x 103/cumm.  The  chemistry  values  were 
all  within  normal  limits  including  total  serum 
bilirubin:  0.6  mg/dl.  Amylase:  28  IU/L,  Alk-P- 
tase:  77  IU/L.  The  urinalysis  was  also  normal. 
Under  the  impression  of  acute  cholecystitis 
with  localized  peritonitis,  an  exploratory  lapa- 
rotomy was  performed.  The  gallbladder  was 
found  to  be  markedly  distended  and  twisted 
one  and  half  turns  clockwise  (Figure  1).  Exter- 
(Please  turn  to  page  406) 
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Figure  1 . Note  the  clockwise  torsion  and  acute  gangrenous 
change  of  the  gallbladder. 

nally,  the  gallbladder  was  uniformly  hemor- 
rhagic and  murky  purple  in  color.  Several 
stones  ranging  from  1 to  2 cm  were  palpable  in 
its  cavity.  Cholecystectomy  and  operative 
cholangiogram  were  carried  out  to  assure  no 
stone  remained  in  the  common  bile  duct.  Post- 
operatively,  the  patient  made  an  uneventful 
recovery  and  was  discharged  10  days  later.  The 
pathologic  study  of  the  gallbladder  revealed 
acute  infarction  of  the  entire  wall  superim- 
posed on  chronic  cholecystitis  with 
cholelithiasis. 

COMMENT 

Acute  torsion  of  the  gallbladder  is  a rare  enti- 
ty. Although  sporadic  cases  have  been  re- 
ported2' 3'  ^ 5 after  the  first  documented  case 
by  Wendel,1  this  condition  remains  a medical 
curiosity.  Clinical  diagnosis  is  difficult  but  is 
possible  preoperatively  if  this  condition  is  kept 


in  mind.  According  to  previous  experience,  the 
age  of  patient  is  of  no  significance.  Just  as  the 
cholecystitis  and  cholelithiasis  have  been  seen 
in  all  age  groups  from  teenagers  to  late 
octogenarians,  so  torsion  can  occur  at  any  age; 
however,  many  of  the  reported  cases  are  in 
elderly  patients  such  as  the  case  reported  here. 

As  a corollary  of  pathologic  mechanism,  the 
inevitable  sequelae  to  torsion  of  the  gallbladder 
are  infarction,  gangrene,  and  then  perforation. 
Consequent  bile  peritonitis  and  its  attendant 
high  mortality  can  be  expected.6  That  perfora- 
tion of  gallbladder  is  not  commonly  recorded  is 
certainly  due  to  early  exploratory  laparotomy 
for  the  acute  abdomen.  Our  case  was  also  di- 
agnosed at  emergency  laparotomy.  What 
makes  this  patient  more  unusual  is  the  associa- 
tion of  chronic  cholecystitis  with  cholelithiasis, 
since  chronic  inflammation  and  fibrosis  are 
thought  to  render  less  mobility  than  otherwise 
normal  gallbladder. 

It  is  a general  consensus  that  emergency 
cholecystectomy  is  the  treatment  of  choice  and 
little  complication  can  be  expected. 

SUMMARY 

A case  of  acute  torsion  of  the  gallbladder 
superimposed  on  chronic  cholecystitis  and 
cholelithiasis  is  reported.  The  clinical  picture  is 
similar  to  an  acute  cholecystitis  or  biliary  colic. 
Diagnosis  was  made  at  exploratory  lapa- 
rotomy. Cholecystectomy  was  performed  and 
patient  recovered  uneventfully. 
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The  Northwestern  Medical  Association  convenes  for  its  36th  Annual  Meeting  at  Sun  Valley,  Idaho,  from 
February  7-11,  1983.  Transplants-implants,  general  medical  subjects,  ski-injury  prevention,  high  altitude 
physiology  and  financial  planning  will  be  discussed  by  experts.  Approved  for  10  CME  Category  I credits. 
Registration  3 to  5 p.m.  on  February  7,  Challenger  Inn,  Sun  Valley.  Non-members  registration  $100.  For 
information  write  to  Norman  Christensen,  M.D.,  2456  Buhne  Street,  Eureka,  California  95501  or  phone 
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Cancer  Mortality  Excess 
In  Counties  of  Iowa 


JOHN  S.  NEUBERGER,  Dr.  P.H. 
Kansas  City,  Kansas 


Recent  studies  by  Mason  et  al1,  2 deter- 
mined age  adjusted  cancer  mortality 
rates  for  the  contiguous  U.  S.  for  the  period 
1950-1969.  Variations  in  cancer  mortality  by 
geographic  location  were  quite  striking.  Color 
coded  maps  were  used  to  identify  cancer  mor- 
tality “hot  spots/'  and  to  encourage  the  inves- 
tigation of  specific  cancers  in  counties  with  ex- 
cessively high  rates. 

During  1950-1969  cancer  mortality  rates  in 
Iowa  were  significantly  elevated  for  a number 
of  sites.  For  example,  prostate  cancer  in  white 
males  was  elevated  in  Humboldt,  Ringgold, 
Kossuth,  Lucas,  Winnebago,  Jasper,  Floyd, 
Hamilton,  Clayton  and  Clinton  counties.  Co- 
lon cancer  in  white  males  was  elevated  in  Lee 
and  Lyon  counties.  Breast  cancer  in  white 
females  was  elevated  in  Dubuque  and  Craw- 
ford counties.  Colon  cancer  in  white  females 
was  elevated  in  Lee,  Clinton,  O'Brien,  Madi- 
son, and  Clarke  counties.  Lung  cancer  in  white 
males  was  significantly  elevated  but  not  in  the 
top  10%  of  rates  (considering  the  U.  S.  as  a 
whole)  in  Polk  County. 

This  paper  presents  the  highlights  of  recal- 
culating the  cancer  mortality  rates  in  Iowa  for  a 
more  recent  time  period.  The  principal  aim  is 
to  assess  which  cancer  sites  and  counties  re- 
mained consistently  significantly  high. 


Dr.  Neuberger  is  an  assistant  professor  in  the  Department  of  Commu- 
nity Health,  University  of  Kansas  School  of  Medicine,  Kansas  City,  Kan- 
sas. 


This  analysis  of  cancer  mortality  for  white  residents  of 
Iowa  was  completed  for  99  counties  and  1 2 county 
groups  for  the  periods  1968-1972  and  1973-1977. 
Comparison  was  made  to  previously  published  results 
(NCI,  1950-1969).  Sixteen  cancer  sites  were  evaluated 
by  county  and  2 1 cancer  sites  were  evaluated  by  county 
group.  Data  was  age  adjusted  using  the  total  1960 
U.  S.  population  as  the  standard.  Cancers  significantly 
high  in  both  time  periods  include  colon  cancer  in  females 
in  Lee  County  and  breast  cancer  in  females  in  Dubuque 
County.  Prostate  cancer  is  not  significantly  elevated  in 
the  same  counties  as  previously.  Lung  cancer  is  now 
significantly  elevated  in  males  in  Polk  County. 


MATERIALS  AND  METHODS 

Cancer  mortality  rates  were  calculated  for  16 
cancer  sites  for  each  of  the  99  counties  in  Iowa 
and  for  21  cancer  sites  for  each  of  the  12  county 
groups.  These  county  groups  are  the  same  as 
the  U.  S.  Bureau  of  Economic  Analysis'  State 
Economic  Areas  (SEA's);  namely,  one  county 
or  a group  of  contiguous  counties  with  similar 
economic  and  social  characteristics  (see 
Appendix  Table  Al).  The  basis  for  grouping 
sites  according  to  either  individual  county  or 
county  group  was  to  provide  consistency  with 
the  1950-1969  study  by  Mason  et  al.  The  same 
boundaries  were  used  for  county  groups  as  in 
Mason's  study. 

The  data  was  restricted  to  white  male  and 
female  residents  of  Iowa.  Age,  sex,  and  race 
specific  mortality  rates  were  calculated  using 
18  age  categories  (0-4,  5-9  . . . 75-79,  80-84,  and 
85  and  over).  The  population  chosen  for  the 
denominator  of  the  specific  rates  was  obtained 
either  from  the  1970  U.  S.  Census  (for  the  1968- 
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TABLE  A1 

LISTING  OF  COUNTY  GROUPS,  INCLUDING  FEDERAL  COUNTY 
IDENTIFICATION  CODES,  IOWA 


1 . Black  Hawk  (01  3) 

2.  Linn  (113) 

3.  Scott  (163) 

4.  Polk  (153) 

5.  Woodbury  (193) 

6.  Pottawattamie  (1 55) 

7.  Dubuque  (061),  Jones  (105),  Jackson  (097),  Clinton  (045),  Cedar 
(031),  Johnson  (103),  Muscatine  (139),  Louisa  (115),  Des  Moines 
(057),  Lee  (111) 

8.  Grundy  (075),  Marshall  (127),  Tama  (171),  Benton  (011),  Jasper 
(099),  Poweshiek  (157),  Iowa  (095),  Mahaska  (123),  Keokuk  (107), 
Washington  (183),  Henry  (087) 

9.  Winnebago  (189),  Worth  (195),  Mitchell  (131),  Howard  (089),  Win- 
neshiek (191),  Allamakee  (005),  Cerro  Gordo  (033),  Floyd  (067), 
Chickasaw  (037),  Butler  (023),  Bremer  (017),  Fayette  (065),  Clayton 
(043),  Buchanan  (019),  Delaware  (055) 

10.  Lyon  (119),  Sioux  (167),  O'Brien  (141),  Plymouth  (149),  Cherokee 
(035),  Buena  Vista  (021),  Ida  (093),  Sac  (161),  Monona  (133),  Craw- 
ford (047),  Carroll  (027),  Harrison  (085),  Shelby  (165),  Audubon 
(009),  Cass  (029),  Mills  (129),  Montgomery  (137),  Fremont  (071), 
Page  (145) 

11.  Osceola  (143),  Dickinson  (059),  Emmet  (063),  Clay  (041),  Palo  Alto 
(147),  Kossuth  (109),  Hancock  (081),  Pocahontas  (151),  Humboldt 
(091),  Wright  (197),  Franklin  (069),  Calhoun  (025),  Webster  (187), 
Hamilton  (079),  Hardin  (083),  Greene  (073),  Boone  (015),  Story 
(169),  Dallas  (049) 

12.  Guthrie  (077),  Adair  (001),  Madison  (121),  Warren  (181),  Marion 
(125),  Adams  (003),  Union  (175),  Clarke  (039),  Lucas  (117),  Monroe 
(135),  Wapello  (1  79),  Jefferson  (101),  Taylor  (173),  Ringgold  (159), 
Decatur  (053),  Wayne  (185),  Appanoose  (007),  Davis  (051),  Van 
Buren  ( 1 77) 


1972  deaths)  or  from  a 1975  U.  S.  census  bureau 
estimate  (for  the  1973-1977  deaths)  made  avail- 
able by  the  National  Cancer  Institute.  The  3 
digit  death  coding  format  for  underlying  cause 
of  death  was  based  on  the  International  Classi- 
fication of  Diseases  Adapted  for  Use  in  the 
United  States,  Eighth  Revision  (ICDA-8),3  after 
checking  for  comparability  with  ICD-6  used  by 
Mason  et  al. 

Age  adjusted  mortality  rates  were  calculated 
using  the  direct  method,  applying  age,  sex, 
and  site  specific  county  and  county  group  rates 
to  the  total  1960  U.  S.  population  (all  races,  sex 
specific).  Rates  were  rank  ordered  for  each 
county  or  county  group  for  each  ICDA  code 
number.  If  the  rate  for  a county  (or  county 
group)  minus  two  standard  deviations  did  not 
overlap  with  the  state  rate  plus  two  standard 
deviations,  a statistically  significant  (p  < 0.05) 
elevated  rate  was  indicated.  The  method  used 
was  generally  the  same  as  that  of  Mason. 

For  each  county  and  county  group,  compari- 


sons were  made  to  the  1960  age  adjusted  U.  S. 
rate  using  1973-1977  deaths.  Standard  devia- 
tions for  the  1973-1977  U.  S.  mortality  rates  are 
not  yet  available.  Hence,  state  standard  devia- 
tions were  used  as  a substitute  for  U.  S.  stan- 
dard deviations  when  comparison  was  made 
to  elevated  county  or  county  group  rates. 

Counties  with  elevated  rates  in  1950-1969 
were  compared  with  the  results  for  1968-1972 
and  1973-1977  to  see  if  they  remained  consis- 
tently high  for  the  same  cancers. 

RESULTS 

The  consistently  significantly  elevated  (and 
in  the  top  10%  of  rates  nationally  in  1950-1969) 
findings  for  Iowa  are:  total  cancer  in  males  in 
Dubuque  and  Polk  counties,  total  cancer  in 
females  in  Dubuque  County,  colon  cancer  in 
females  in  Lee  County  (46  cases;  rate  elevated 
85%),  and  breast  cancer  in  females  in  Dubuque 
County  (106  cases;  rate  elevated  52%).  From 


TABLE  A2 

NON-SIGNIFICANTLY  ELEVATED  CANCER  SITES  IN  IOWA 


1973-77 

Ratio  of  Mortality  Rates 
County  or  (age  adjusted , all  races , 
County  Group  sex  specific) 

Sex  Site  (SEA)  County  I U .S. 


Male  Stomach 

Sioux 

1.61 

(10)* 

Colon 

Lee 

1.01 

(22) 

Liver 

Crawford 

1.29 

(3) 

Prostate 

Ringgold 

1.92 

(10) 

Winnebago 

1.30 

(11) 

Jasper 

1.06 

(20) 

Lip 

SEA  12 

1.40 

(2) 

Multiple  Myeloma 

SEA  1 1 

1.44 

(44) 

Leukemia 

SEA  1 

1.18 

(29) 

SEA  6 

1.16 

(21) 

SEA  7 

1.05 

(92) 

Testis 

SEA  4 

2.03 

(12) 

SEA  10 

1.40 

(9) 

Female  Total 

Scott 

1.05 

(539) 

Colon 

Clinton 

1.10 

(34) 

Clarke 

1.58 

(12) 

Liver 

Monroe 

1.13 

(1) 

Breast 

Crawford 

1.28 

(18) 

Ovary 

Clinton 

1.38 

(20) 

Dubuque 

1.53 

(34) 

Clay 

1.28 

(8) 

Nasopharynx 

SEA  12 

1.40 

(2) 

Lymphosarcoma  & 

reticulosarcoma 

SEA  4 

1.27 

(44) 

* Numbers  in  parentheses  refer  to  the  frequency  of  deaths  during  1973- 
1977  in  each  county  or  county  group. 
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1968-1977,  there  were  79  colon  cancer  deaths  in 
female  residents  of  Lee  County.  Cancer  of  the 
prostate,  which  was  significantly  elevated  in  10 
Iowa  counties  in  1950-1969,  is  no  longer  signifi- 
cantly in  excess  at  the  county  level.  When  the 
state  is  considered  as  a whole,  prostate  cancer 
(rate  elevated  12%)  and  female  colon  cancer 
(rate  elevated  11%)  are  now  significantly  ele- 
vated over  the  U.  S.  rate.. 

Prostate  cancer  is  still  elevated,  though  not 
significantly  so,  in  3 counties  (see  Table  A2). 
These  include  Ringgold,  Winnebago,  and  Jas- 
per counties.  The  latest  rate  in  Ringgold  Coun- 
ty is  92%  above  the  U.  S.  average  but  is  based 
on  only  10  cases  from  1973-1977.  Colon  cancer 
for  males  in  Lee  County  is  non-significantly 
elevated  by  1 percent.  For  females,  colon  can- 
cer is  non-significantly  elevated  in  Clinton  and 
Clarke  counties. 

Certain  cancer  sites  have  increased  in  1973- 
1977  to  become  statistically  significantly  ele- 
vated where  previously  they  were  not.  These 
can  be  found  in  Table  A3.  Colon  cancer  is  in- 
creased in  Franklin  (males)  and  Dubuque 
(females)  counties,  for  example.  Excesses  in 
male  bladder  cancer  in  Wright  and  Hardin 
counties  and  prostate  cancer  in  Ida  County  are 
also  shown. 

Lung  cancer  in  males  in  Polk  County  was 
significantly  elevated  but  not  in  the  top  10%  of 
rates  during  1950-1969  and  was  also  signifi- 
cantly elevated  above  the  U.  S.  average  in  1973- 


table  A3 

NEWLY  SIGNIFICANTLY  ELEVATED  CANCER  SITES  IN  IOWA 


Sex  Site 

County  or 

County  Group  (SEA) 

1973-1977 

Ratio  of  Mortality  Rates 
( age  adjusted,  all  races, 
sex  specific) 
County/U.S. 

Male  Colon 

Franklin 

2.20  (19)* 

Bladder 

Wright 

3.13  (12) 

Hardin 

2.41  (13) 

Prostate 

Ida 

2.28  (16) 

Female  Colon 

Dubuque 

1.59  (78) 

* Numbers  in  parentheses  refer  to  the  frequency  of  deaths  during  1973- 
1977  in  each  county  or  county  group. 


1977.  The  rate  now  exceeds  the  U.  S.  average 
by  about  17% . Tables  1 and  2 show  lung  cancer 
mortality  trends  for  selected  Iowa  counties  for 
males  and  females,  respectively.  The  1973-1977 
rate  for  males  in  Dubuque  County  actually  ex- 
ceeds that  for  Polk  County  but  it  is  not  statisti- 
cally significantly  elevated  due  to  the  relatively 
small  number  of  deaths.  The  overall  rate  for 
the  state  is  less  than  that  for  the  U.  S.,  but  the 
rate  of  increase  for  males  for  the  state  exceeds 
that  for  the  U.  S.  For  females,  however,  the 
absolute  rate  and  the  rate  of  increase  is  less 
than  for  the  U.  S.  as  a whole.  The  rate  of  in- 
crease in  female  lung  cancer  in  Polk  County 
also  exceeds  that  of  the  state. 


TABLE  1 

AGE  ADJUSTED0  LUNG  CANCERb  RATES  IN  SELECTED  IOWA  COUNTIES  FOR  WHITE  MALES:  1950-1969,  1968-1972,  AND  1973-1977 


1950-1969 1968-1972 1973-1977 

Percent  Change  in 


County  of  Residence 

Number 

of 

Deaths 

Average  Annual 
Death  Rate 
Per  100,000 

Number 

of 

Deaths 

Average  Annual 
Death  Rate 
Per  100,000 

Number 

of 

Deaths 

Average  Annual 
Death  Rate 
Per  100,000 

the  Average  Annual 
Death  Rate 
Over  15  Years 

Polk 

987 

43.2* 

346 

58.4 

442 

72.9* 

68.8 

Dubuque 

267 

38.6 

125 

69.0 

139 

73.2 

89.6 

Linn 

453 

37.2 

194 

59.8 

228 

67.6 

81.7 

Pottawattamie 

315 

40.7 

134 

66.5 

141 

69.1 

69.8 

Woodbury 

383 

34.5 

122 

45.5 

171 

64.2 

86.1 

Black  Hawk 

310 

31.0 

119 

44.3 

188 

66.7 

115.2 

Scott 

392 

35.6 

186 

62.0 

206 

67.4 

89.3 

State 

8,568 

29.2 

3,61 1 

48.4 

4,298 

57.1 

95.5 

U.  S. 

571,226 

38.0 

N/A 

N/A 

285,127 

62.3 

63.9 

° Total  1960  U.  S.  population  (all  races  and  both  sexes  combined). 
b 8th  Revision  ICDA:  Code  162. 

6th  Revision  ICD:  Code  162,  163. 

* County  rate  significantly  elevated  (p  < 0.05)  above  U.  S.  rate. 
N/A  Not  Available 
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DISCUSSION 

The  only  consistently  high  statistically  sig- 
nificant (and  in  the  top  10%  of  rates  nationally 
in  1950-1969)  mortality  rates  found  in  Iowa 
during  both  1950-1969  and  1968-1977  are  total 
cancer  in  white  males  in  Dubuque  and  Polk 
counties,  total  cancer  in  females  in  Dubuque 
County,  colon  cancer  in  females  in  Lee  Coun- 
ty, and  breast  cancer  in  females  in  Dubuque 
County. 

Possible  risk  factors  among  whites  for  colon 
cancer  (other  than  increasing  age)  include 
(Fraumeni)4:  foods  low  in  fiber  and  high  in 
animal  protein  and  fat,  nitrosamines,  ulcera- 
tive colitis,  vitamin  A deficiency,  familial  mul- 
tiple adenomatous  polyposis  coli,  hereditary 
non-polyposis  coli  (cancer  family  syndrome), 
and  hereditary  site  specific  colon  cancer.  Im- 
migrants from  Ireland  may  be  at  a higher  risk. 

Possible  risk  factors  for  female  breast  cancer 
include:  obesity,  familial  or  personal  history  of 
breast  cancer,  menstrual  onset  before  age  10, 
menopause  after  age  50,  high  socioeconomic 
status,  ionizing  radiation,  first  full  term  preg- 
nancy over  age  30,  nulliparity,  and  benign 
breast  disease. 

Unlike  the  1950-1969  NCI  study,  this  inves- 
tigation used  Code  162  for  lung  cancer,  and  did 
not  include  Code  163.  Code  163  is  unspecified 
as  to  primary  or  secondary  site  in  the  6th  revi- 


sion. There  is  good  comparability  in  death  cer- 
tificate coding  for  primary  site  lung  cancer  be- 
tween the  time  periods  studied.  The  popula- 
tion used  herein  was  that  measured  in  1970 
and  estimated  for  1975,  not  the  sum  of  the  20 
year's  population  used  by  NCI.  The  principal 
method  of  age  adjustment  used  herein  was  sex 
specific,  although  when  comparison  was  made 
to  Mason's  data  both  sexes  were  combined. 

It  would  be  useful  to  obtain  the  1973-1977 
cancer  rates  needed  to  qualify  each  site  to  be  in 
the  top  10%  nationally.  Although  such  rates 
have  been  calculated  herein  for  Iowa,  they  are 
not  readily  available  for  the  entire  U.  S.  The 
acquisition  of  national  standard  deviations  for 
the  period  1973-1977  would  also  be  desirable. 
The  use  of  Iowa's  state  standard  deviation  as  a 
substitute  may  create  false  negatives. 

The  approach  used  in  this  study  to  find  sta- 
tistically significant  elevation  by  site  is  a con- 
servative one.  Cancer  sites  remaining  statisti- 
cally significant  in  both  time  periods  (p  < 0.05 
in  both  1950-1969  and  1973-1977  equals  p < 
0.052,  or  p < 0.0025)  are  considered  to  be  of 
highest  priority  for  further  investigation. 
However,  this  method  is  probably  not  the 
most  useful  one  for  identifying  excesses  of  the 
rarest  tumors  since  deaths  over  a 5 year  period 
may  yield  too  few  cases  in  a given  county  or 
county  group,  resulting  in  a large  standard 
deviation. 


TABLE  2 

AGE  ADJUSTED0  LUNG  CANCERb  RATES  IN  SELECTED  IOWA  COUNTIES  FOR  WHITE  FEMALES:  1950-1969,  1968-1972,  AND  1973-1977 


1950-1969 1968-1972 1973-1977 

Percent  Change  in 


County  of  Residence 

Number 

of 

Deaths 

Average  Annual 
Death  Rate 
Per  100,000 

Number 

of 

Deaths 

Average  Annual 
Death  Rate 
Per  100,000 

Number 

of 

Deaths 

Average  Annual 
Death  Rate 
Per  700,000 

the  Average  Annual 
Death  Rate 
Over  15  Years 

Polk 

156 

5.5 

74 

9.5 

134 

16.5 

200.0 

Dubuque 

46 

5.3 

18 

7.1 

29 

10.5 

98.1 

Linn 

69 

4.7 

41 

9.9 

53 

12.2 

159.6 

Pottawattamie 

52 

6.2 

27 

11.3 

36 

15.3 

146.8 

Woodbury 

74 

5.9 

35 

11.4 

40 

12.0 

103.4 

Black  Hawk 

55 

4.8 

29 

8.8 

52 

14.5 

202.1 

Scott 

65 

5.1 

39 

10.5 

59 

15.8 

209.8 

State 

1,571 

4.7 

726 

8.0 

962 

10.4 

121.3 

U.  S. 

108,326 

6.3 

N/A 

N/A 

86,455 

15.2 

141.3 

a Total  1960  U.  S.  population 

(all  races  and  both  sexes  combined). 

b 8th  Revision  ICDA:  Code  162. 

6th  Revision  ICD:  Code  162,  163. 

N/A  Not  Available 
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One  might  question  the  degree  to  which  a 
cancer  mortality  rate  excess  in  a specific  county 
is  a reliable  indicator  of  an  incidence  rate  excess 
for  the  same  cancer  in  the  same  county.  Inci- 
dence data  is  preferred  because  it  is  a better 
measure  of  risk  than  mortality,  particularly  for 
cancers  with  a low  case  fatality  rate.  In  a sepa- 
rate study  utilizing  the  State  Health  Registry  of 
Iowa,  comparisons  of  excess  mortality  with  ex- 
cess incidence  data  in  Iowa  revealed  some  con- 
gruence for  lung,  colon,  and  total  cancer,  but 
not  for  female  breast  cancer  or  prostate  cancer. 
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An  Orthopaedic  Solution 
To  Thumb  sucking 


MARWAN  A.  WEHBE,  M.D. 

Philadelphia,  Pennsylvania 

Any  physician  or  parent  who  has  had  to  deal 
.with  thumbsucking  knows  the  frustration 
it  can  generate,  for  both  child  and  parents. 
Various  treatment  forms  are  used,  including 
chemical  paints,  elbow  splints,  mittens  and 
dental  bracing.  This  report  describes  one 
approach  that  has  been  successful. 

CASE  HISTORY 

R.  H.  Z.  is  a 3-year-old  white  male.  He  has 
sucked  the  thumb  of  his  dominant  hand  since 
age  6 months.  He  is  described  as  shy  and  re- 
sorts to  thumbsucking  the  greater  part  of  the 
day  and  night.  This  has  resulted  in  gross  mala- 
lignment of  his  teeth,  with  excoriation  and  cal- 
lus formation,  as  well  as  a nail  deformity  of  the 
involved  thumb.  Soon  after  his  third  birthday, 
he  expresses  some  interest  in  breaking  this 
habit  but  is  unable  to  do  so.  A short  thumb 
spica  is  applied  using  plaster-of-Paris  (Figure 
1).  The  cast  becomes  a source  of  pride  because 
the  child  is  able  to  draw  pictures  on  it  and  show 
it  to  his  friends.  At  2 weeks,  the  cast  is  removed 
and  a thumb  splint  (Figure  2)  is  used  at  night 
and  for  naps  for  an  additional  2 weeks. 

During  these  4 weeks  the  child's  thumb 
heals.  The  alignment  of  his  teeth  corrects  spon- 
taneously. He  becomes  more  talkative  and  his 
speech  improves  a great  deal.  He  also  becomes 

The  author  was  associated  with  the  Department  of  Orthopaedic 
Surgery  at  the  University  of  Iowa  College  of  Medicine  when  this  paper 
was  prepared.  He  is  now  affiliated  with  the  Hand  Rehabilitation  Center, 
Ltd.,  in  Philadelphia. 


Various  treatment  approaches  are  tried  to  break  the 
thumbsucking  habit.  This  short  article  describes  the  use 
of  cast  which  served  not  only  to  deter  access  to  the 
thumb,  but  also  afforded  some  beneficial  psychological 
return. 


more  playful,  and  his  activity  level  increases  in 
contrast  to  quiet  thumbsucking.  Twelve 
months  post-treatment,  he  still  does  not  seem 
to  be  tempted  to  suck  his  thumb  at  bedtime,  or 
even  at  times  of  frustration  or  fatigue. 

(Please  turn  to  page  413) 


Figure  1 . The  short  thumb  spica  extends  to  the  tip  of  the  thumb.  It 
extends  less  than  two  inches  proximally  and  leaves  all  finger  MP 
joints  free. 
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Figure  2.  The  Mallet-finger  plastic  splint  is  held  in  place  with  a 
small  strip  of  adhesive  tape  over  the  thumbnail. 


DISCUSSION 

Theories  about  the  etiology  of  thumbsuck- 
ing are  legion.  Similarly,  a great  number  of 
ill-effects  have  been  attributed  to  thumbsuck- 
ing, some  imaginary  and  some  real.  The  need 
for  any  treatment  is  therefore  subject  to  ques- 
tion. The  controversy,  however,  is  beyond  the 
scope  of  this  report. 

The  treatment  described  here  is  simple, 
nonaggressive  and  inexpensive.  A key  factor  is 
felt  to  be  the  acceptance  of  the  cast  by  the  child. 
The  role  of  the  physician  and  the  family  in  this 
respect  cannot  be  overemphasized.  The  cast  is 
small  and  does  not  limit  wrist  or  finger  motion 
to  any  extent.  The  thumb  splint  serves  as  a 
reminder  at  times  of  high  temptation  in  the 
"weaning  period,"  and  can  be  removed  by  the 
child  himself  when  he  so  wishes. 

The  substantial  benefits  that  followed  treat- 
ment of  this  child  prompted  this  short  paper. 
Success  with  this  method  may  not  always  be  as 
dramatic.  It  is  offered  as  an  alternative  to  the 
traditional  methods  of  treating  thumbsucking. 
Its  merits  can  be  established  only  through  re- 
peated trials  by  those  physicians  who  have 
patients  with  this  problem. 
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LEARNING  CAN  BE  FUN 


A fool  despiseth  Ins  father's  instruction;  but  he  that 
regardeth  reproof  is  prudent.  — Proverbs  15:5. 


Each  day  the  mail  brings  another,  or  sever- 
al, announcements  of  continuing  educa- 
tion meetings.  These  enticing  offerings  come 
from  hospitals  and  medical  teaching  facilities 
far  and  wide.  In  many  instances  there  is  an 
associated  and  exotic  vacation,  maybe  a cruise 
to  some  far  off  place.  If  a physician  were  to 
accept  each  invitation  there  would  be  no  time 
to  practice  medicine.  It  is  necessary  to  be  selec- 
tive. The  question  arises  as  to  what  is  the  most 
important  aspect  of  the  whole  scheme.  Is  the 
emphasis  on  a delightful  vacation?  Or  is  the 
event  truly  an  educational  venture  of  high  cali- 
ber discounting  the  location? 

Benjamin  Franklin  stated  that  "an  invest- 
ment in  knowledge  always  pays  the  best  in- 
terest." Our  professional  schedule  is  highly 
demanding.  It  is  difficult  to  break  away  from  a 
busy  practice  for  any  reason  unless  there  are 
partners  to  absorb  the  load  while  you  are  gone. 
This  obviously  is  a decided  advantage  of  group 
practice.  I practice  solo;  I was  in  a group  prac- 
tice many  years  ago.  I am  able  to  get  away 
through  the  cooperation  of  several  of  my  col- 
leagues, for  which  I am  very  grateful.  I stand 


ready  to  reciprocate  in  time  and  effort. 

The  dilemma  remains,  however,  whether  to 
combine  the  learning  experiences  with  vaca- 
tion time.  There  are  definite  advantages  to 
having  a full-time  vacation  with  the  family, 
unencumbered  by  meetings.  But  the  old  busi- 
ness of  "tax  deductions"  looms  on  the  horizon 
as  an  enticement  to  combining  vacation  with 
education.  The  office  overhead  continues,  the 
income  drops  to  zero,  and  the  expenses  of 
travel  rise  higher  and  higher. 

The  business  of  selecting  a vacation  site  first, 
and  then  tying  in  an  education  experience  with 
it,  is  not  ideal.  It  is  not  ideal  if  we  are  honest 
with  ourselves  about  the  desire  to  obtain  fur- 
ther knowledge.  Too  often  some  of  the  educa- 
tion provided  at  the  exotic  vacation  site  is  hap- 
hazard and  of  questionable  value.  Obviously, 
then,  it  becomes  nothing  more  than  a "tax- 
dodge." 

Numerous  hospitals  promote  these  CME 
programs  with  the  supposed  purpose  of  the 
trip  being  secondary  and  often  after  the  fact. 
Too  often  it  is,  "let's  select  a nice  place  to  go, 
then  throw  together  a program  to  make  it  tax 
deductible."  Don't  misunderstand  me;  I'm  in 
favor  of  tax  deductions,  too.  However,  too 
often  the  entire  scheme  is  a sham. 

An  easy  solution  is  available.  Develop  a 
good  program,  select  a general  theme  that  will 
be  of  interest  to  a majority  of  prospective 
attendees;  obtain  competent  speakers  of 
proven  worth  in  teaching;  then  select  a com- 
patible site  for  that  meeting.  Often  the  pro- 
gram will  be  such  that  to  have  it  under  a palm 
tree  in  a vacation  paradise  would  be  unrealis- 
tic. Any  decision  to  attend  must  be  that  of  the 
individual  based  on  his  own  values  and  de- 
sires. Will  it  be  education,  or  will  it  be  play? 

Our  professional  responsibilities  require  a 
continuous  updating  of  knowledge.  Elbert 
Hubbard  (1856-1915)  stated,  "the  recipe  for  per- 
petual ignorance  is:  be  satisfied  with  your 
opinions  and  content  with  your  knowledge." 
Perhaps  we  must,  at  times,  change  our  person- 
al opinions  and  values;  we  must  decide  to  ex- 
tend our  knowledge  through  a more  concerted 
learning  effort,  for  if  there  is  no  inclination  to 
learn,  one  is  apt  to  feel  he  already  knows 
enough. 

The  choice  is  yours;  your  patients  will  reap 
the  benefits  of  your  knowledge;  after  all,  that  is 
what  they  are  paying  for.  — M.E.A. 
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ET  TU,  CICERO? 


There  seems  to  be  a commonly  held  opinion 
that  doctors  are  always  out  for  a buck,  that 
money  is  their  predominant  motivating  force. 
Editorial  writers  frequently  engage  in  this  sort 
of  nonsense,  and  cartoonists  get  in  their 
whacks.  Why  is  this?  Is  there  no  release  from 
this  blasphemy?  What  can  be  done  to  escape  — 
if  only  for  a short  time  — this  distressing  din? 

Perhaps  we  can  turn  to  the  classics  for  a few 
moments  of  quiet  relief.  Where  better  to  start 
than  with  Marcus  Tullius  Cicero  — noble  and 
famous  Roman  orator,  philosopher  and  states- 
man? Let  us  get  a glimpse,  then,  of  this  great 
man  by  telling  the  story  of  Cicero  and  Tiro: 
Tiro  was  a well-known  slave  of  Cicero's  who 
was  held  in  great  esteem  and  affection  by  his 


Letter  to  the  Editor 


COMPUTERS:  FRIEND  OR  FOE 


Perhaps  the  members  of  the  Iowa  Medical 
Society  should  unite  in  a class  action  to  resolve 
the  problem  of  computer  processing  of  health 
insurance  claims.  Every  insurer  who  uses  com- 
puters is  suspect. 

If  a claim  submitted  by  a physician  is  not 
letter-perfect  it  is  rejected  by  the  computer. 
The  problem  is  that  vast  numbers  of  errors  do 
not  occur  in  the  physician's  office  and  are 
beyond  his  control.  A great  many  errors  occur 
in  the  office  of  the  insurer.  These  are  of  two 
major  types:  (1)  the  eligibility  of  the  patient  is 
not  correctly  plugged  into  the  computer;  or  (2) 
the  data  on  the  claim  form,  as  submitted  by  the 
physician,  is  not  properly  fed  to  the  computer 
by  the  employees  of  the  insurer.  We  routinely 
have  claims  rejected  for  errors  which  do  not 
exist  on  our  copy  of  the  claim. 

I do  not  approach  this  issue  from  a punitive. 


master  because  of  the  slave's  wisdom  and 
faithful  service  through  the  years.  On  one 
occasion,  Cicero,  upon  returning  to  Rome  from 
Greece,  left  Tiro  behind  because  Tiro  was  too 
sick  to  make  the  trip  at  that  time.  He  was  left  in 
the  care  of  a friend.  Because  of  Cicero's  con- 
cern for  his  trusted  slave,  he  wrote  him  three 
letters  while  enroute  to  Rome.  In  one  of  these 
letters,  Tiro's  doctor  was  discussed.  Cicero  in- 
dicated that  he  did  not  entirely  agree  with  the 
prescribed  diet,  although  the  doctor  was 
known  to  have  a good  reputation. 

To  continue  the  story:  Cicero  wrote  “Curium 
iussi  omnem  pecuniam  tibi  dare  quam  cupis." 
(translation:  I have  instructed  Curius  [a  bank- 
er] to  give  you  all  the  money  you  wish.)  And 
then:  “Si  medico  pecuniam  dabis,  diligentia 
eius  augebitur."  (translation:  If  you  give  the 
doctor  money,  his  diligence  will  be  increased.) 

My  God!  Et  tu,  Cicero?  — Daniel  F.  Crow- 
ley, M.D. 


vindictive,  or  hostile  viewpoint.  I merely  say 
that  when  a physician  submits  a correct  claim 
on  an  insured  patient  his  obligation  is  ended. 
He  should  not  be  compelled  to  re-submit  the 
claim  and  payment  should  not  be  refused  or 
delayed.  Responsibility  should  be  placed  at  the 
correct  door,  frequently  at  the  door  of  the  in- 
surer himself.  If  the  insurance  is  valid,  the 
claim  is  correct,  and  payment  is  denied,  the 
patient  has  been  defrauded  by  his  insurance 
company. 


Letters  to  the  Editor  are  welcome.  Please  address 
IMS  Journal , 1001  Grand  Avenue,  West  Des 
Moines,  Iowa  50265. 


Errors  can  be  made  by  the  sales  department 
of  the  insurer  (or  by  Social  Services  or  Social 
Security)  in  getting  the  recipient's  or  custom- 
er's identification  on  the  computer;  errors  can 
be  made  by  the  patient;  errors  can  be  made  by 
the  physician,  and  errors  can  be  made  in  the 
processing  of  claims  by  the  insurer.  It  is  not 
rational  to  hold  the  physicians  responsible  for 
all  these  errors . — C . E . Berryhill,  M . D . , Read- 
lyn,  Iowa 
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OUR  MAN 
ON 

EDUCATION 

RICHARD  M.  CAPLAN,  M.D. 


WHAT  IS  IT  TO  THINK? 


Once  upon  a time,  when  I thought  I would 
become  a psychologist  (that  was  before  I 
thought  I'd  become  a musician),  I had  to  enroll 
in  a course  called  History  of  Psychology.  To  my 
surprise  it  was  taught  by  a member  of  the  de- 
partment of  philosophy,  not  psychology,  and 
involved  a lot  of  concern  for  what  the  wise  and 
articulate  minds  of  our  modern  heritage  have 
thought  regarding  the  nature  of  knowing  and 
thinking.  In  fact,  I learned  then,  this  special 
segment  of  philosophical  interest  is  called  epis- 
temology and  has  been  a hotly  disputed  topic 
since  Socrates  and  Plato.  In  modern  times  the 
philosophers  have  grown  less  interested  in  the 
topic,  perhaps  having  let  it  drift  to  the  psychol- 
ogists, who  in  fact  may  now  be  abandoning  the 
question  to  the  neurobiologists  and  also,  un- 
fortunately, to  lots  of  strange  folk  who  have 
ideas  and  little  evidence,  but  a product  or  point 
of  view  to  sell. 

In  this  welter  of  speculation  — Descartes,  for 
example,  in  1650  declared  the  pineal  gland  to 
be  the  seat  of  mind  and  soul  — has  appeared 
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the  work  of  Jean  Piaget,  a Swiss  genius  who 
lived  long  and  productively  until  his  death  in 
1980.  Piaget  might  best  be  termed  an  educa- 
tional psychologist,  although  his  training  was 
firmly  in  biology  and  his  thought  warrants  call- 
ing him  an  epistemologist.  Labels  and  pigeon- 
holes never  fit  the  contributions  of  geniuses 
very  well,  since  part  of  what  characterizes 
them  (even  to  the  extent  of  being  a defining 
characteristic)  is  the  way  their  minds  find  rela- 
tionships among  domains  where  others  have 
not  found  them.  Piaget's  thoughts  are  not  easy 
to  grasp;  it's  easier  to  learn  how  to  score  big  at 
PAC-MAN.  But  there's  a clear  link  between  his 
notions  of  how  thinking  develops,  and  the 
organic  and  evolutionary  development  of  indi- 
viduals and  species. 

Why  do  I speak  of  this?  Because  I'm  current- 
ly involved  in  conducting  a research  project  to 
study  how  medical  students,  residents  and 
practitioners  think.  Do  they  develop  in- 
creasingly sophisticated  intellectual  struc- 
tures, which  Piaget  has  well  shown  to  happen 
in  children?  The  ideas  of  Piaget  have  had  re- 
latively little  testing  in  adults,  and  almost  none 
among  physicians.  The  time  has  come  to  do 
that,  and  you  can  be  a part  of  it.  To  become  one 
of  the  participants  in  this  study,  plan  to  spend 
about  two  hours  taking  some  unusually  in- 
teresting tests  (according  to  some  doctors 
who've  already  taken  them),  another  half  hour 
for  an  interview  and  about  five  minutes  with 
each  of  5 of  your  patients  arranging  for  their 
cooperation.  In  exchange,  you'll  have  some 
fun,  some  intellectual  stimulation,  gain  some 
insight  into  yourself  and  your  behavior,  and 
play  a role  in  advancing  what  I hope  will  be  a 
useful  contribution  to  understanding  physi- 
cians' and  adults'  thinking  and  learning,  and 
the  process  of  continuing  education.  If  you'd 
like  to  take  a fling  at  it  or  just  find  out  more 
about  it,  let  me  know  (285  ML,  University  of 
Iowa,  Iowa  City,  52242,  or  call  collect,  319/353- 
5763.)  I need  you! 
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REYNOLD  SPECTOR,  M.D.,  Editor 


ZOMEPIRAC 


The  development  of  analgesic  medications 
has  been  an  ongoing  effort  throughout  the 
history  of  modern  medicine.  Morphine  was 
the  first  narcotic  made  available  when  it  was 
released  in  the  1830s.  Soon  thereafter,  codeine 
became  available,  and  in  1898  heroin  was  intro- 
duced. Other  semisynthetic  narcotics  have 
been  in  use  since  then.  One  of  the  first  non- 
narcotic analgesics,  aspirin,  was  introduced  in 
1899.  Recently,  many  other  anti-inflammatory 
agents  have  been  released  but  none  has  been 
found  to  be  superior  to  aspirin  in  providing 
analgesia. 

Frequently,  a clinical  situation  arises  where 
the  analgesia  provided  by  aspirin  is  not  potent 
enough  to  relieve  discomfort  and,  therefore, 
narcotics  are  prescribed.  However,  narcotics 
may  produce  enough  central  nervous  system 
and  gastrointestinal  side  effects  that  they  are 
not  satisfactory  as  analgesics.  It  may  also  be 
necessary  for  some  patients  to  receive  chronic 
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analgesic  medications.  When  given  narcotics, 
these  patients  are  at  a high  risk  of  developing  a 
physical  drug  dependence. 

Until  recently,  there  has  not  been  available 
an  orally  acting  nonnarcotic  medication  which 
provides  greater  analgesia  than  aspirin.  Zome- 
pirac  is  a new  prostaglandin  synthetase  inhibi- 
tor which  has  this  property. 

PHARMACOKINETICS 

Zomepirac  is  available  only  in  an  oral  form. 
The  peak  plasma  concentration  of  zomepirac  is 
reached  within  one  hour  following  ingestion. 
There  is  then  a rapid  decline  in  the  plasma 
concentration  over  the  subsequent  4 hours  (ta /2 
a = 1 hour)  followed  by  a slower  phase  of 
elimination  (t1/2  (3  ~ 4 hours).  Ninety-eight  and 
five-tenths  percent  of  the  drug  is  bound  to 
plasma  protein.  There  is  no  interaction  with 
warfarin  but  it  has  been  shown  that  salicylates 
cause  a decrease  in  the  protein  binding  of 
zomepirac.  No  changes  have  been  noted  in  the 
bioavailability  or  excretion  of  zomepirac  when 
administered  with  antacids.  The  drug  is  nearly 
totally  excreted  by  the  kidneys  with  94%  of  an 
initial  dose  being  excreted  in  the  urine  in  the 
first  24  hours.  Steady  state  concentrations  of 
zomepirac  can  be  achieved  in  one  day  with  a 
4-hour  dosing  regimen.  There  is  a linear  rela- 
tionship between  dose  and  peak  plasma 
concentration.1 

EFFICACY  — SINGLE  DOSE 

In  a double-blind,  placebo-controlled,  ran- 
domized study,  the  results  of  the  analgesia 
with  zomepirac  after  third  molar  removal  were 
studied  in  160  patients.2  The  initial  phase  of 
this  study  compared  3 dose  levels  of  zomepirac 
(100  mg,  50  mg,  and  25  mg)  with  650  mg  of 
aspirin  and  placebo.  The  100  mg  and  50  mg 
doses  of  zomepirac  were  found  to  be  signifi- 
cantly better  in  providing  analgesia  than  650 
mg  of  aspirin.  Zomepirac  25  mg  was  equal  to 
650  mg  of  aspirin  in  analgesic  effect.  The 
second  phase  of  the  study  compared  100  mg 
and  50  mg  of  zomepirac  with  2 tablets  of  APC 
(aspirin  227  mg,  phenacetin  162  mg,  and  caf- 
feine 32  mg  per  tablet),  2 tablets  of  APC  plus  60 
mg  codeine,  and  placebo.  Zomepirac  100  mg 
provided  slightly  greater  analgesia  than  APC 
plus  60  mg  codeine,  although  the  results  were 
not  statistically  significant.  Zomepirac  50  mg 
was  equivalent  to  APC  plus  60  mg  codeine. 

In  another  similarly  designed  study  compar- 
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ing  zomepirac  100  mg  and  50  mg  with  APC 
tablets  plus  60  mg  codeine  and  60  mg  codeine 
in  148  postoperative  patients,  similar  results 
were  found.3  However,  although  both  zome- 
pirac 100  mg  and  APC  plus  60  mg  codeine  had 
an  analgesic  effect  noted  within  30  minutes 
after  ingestion,  only  zomepirac  maintained  a 
peak  effect  over  3 hours. 

A third  single-dose,  double  blind,  crossover 
study  has  found  zomepirac  100  mg  equivalent 
to  16  mg  of  intramuscular  morphine  as  regards 
analgesia  in  159  postoperative  cancer  pa- 
tients.4 

EFFICACY  — MULTIPLE-DOSE  TRIALS 

A multiple-dose,  randomized,  double-blind 
study  of  247  postoperative  patients  compared 
zomepirac  100  mg  and  50  mg  with  50  mg  of  oral 
pentazocine  (Talwin).5  There  was  no  statisti- 
cally significant  difference  in  analgesia  be- 
tween zomepirac  and  pentazocine.  However, 
the  pentazocine-treated  patients  had  a greater 
number  of  adverse  reactions  (16%)  than  did 
zomepirac  50  mg  (4%)  or  100  mg  (10%). 

Zomepirac  100  mg  and  oxycodone  with  APC 
(Percodan)  were  compared  in  a randomized, 
double-blind,  placebo-controlled,  single-dose 
trial  of  40  patients  with  cancer  pain.6  The  pa- 
tients judged  zomepirac  to  provide  better 
analgesia.  A repeat  dose  study  was  then  done 
with  170  patients.  Overall,  the  patients  found 
oxycodone  with  APC  to  provide  more  pain 
relief.  However,  when  the  results  were  ex- 
amined in  light  of  the  patients'  previous  nar- 
cotic use,  it  was  found  that  those  patients  pre- 
viously receiving  narcotic-containing  pain  re- 
lievers had  a better  response  to  oxycodone 
with  APC,  whereas  those  patients  who  had 
not  been  receiving  narcotics  responded  better 
to  zomepirac. 

Zomepirac  100  mg  has  also  been  found  in 
multiple  dose-trials  to  be  at  least  as  effective  as 
APC  plus  60  mg  codeine  in  patients  with  pain 
following  oral  surgery  and  acute  orthopedic 
injuries.7,  8 

SIDE  EFFECTS 

Zomepirac  appears  to  be  well  tolerated  by 
patients  when  given  long  term.  Patients  with 
osteoarthritis  treated  for  one  year  with  300  to 
400  mg  of  zomepirac/day  were  compared  to 
arthritis  patients  receiving  3,000  to  4,000  mg  of 
aspirin  per  day  for  one  year.9  The  most  com- 
mon side  effects  reported  for  both  drugs  were 
gastrointestinal  in  origin,  primarily  nausea  and 


dyspepsia.  This  occurred  in  15.8%  of  patients 
treated  with  zomepirac  and  20.8%  of  patients 
who  took  aspirin.  Gastrointestinal  bleeding 
occurred  in  0.7%  of  zomepirac-treated  patients 
and  1.0%  of  aspirin-treated  patients.  Peptic 
ulcers  were  documented  in  1.2%  with  zome- 
pirac and  2.0%  with  aspirin.  Very  slight  in- 
creases in  BUN  and  creatinine  were  seen  in 
patients  receiving  zomepirac.  Other  adverse 
reactions  with  zomepirac  that  were  seen  in- 
cluded skin  rash  (1%),  peripheral  edema  (3- 
9%),  dizziness  (3-9%),  and  insomnia  (3-9%). 
Urinary  tract  symptoms  occurred  at  an  inci- 
dence of  6.8%.  However,  most  of  the  symp- 
toms were  in  those  patients  with  a prior  history 
of  urinary  tract  problems.10,  13  In  patients  who 
are  allergic  to  aspirin  or  nonsteroidal  anti- 
inflammatory agents,  zomepirac  may  cause 
bronchospasm  and  urticaria. 

The  effects  of  zomepirac  on  platelet  function 
have  been  studied.11  Zomepirac  prolongs 
bleeding  time  and  causes  a decrease  in  both 
platelet  retention  and  induced  platelet 
aggregation.  Although  there  is  a significant 
prolongation  of  the  bleeding  time  after  a 200 
mg  dose  of  zomepirac,  it  is  not  prolonged 
beyond  the  normal  range.  The  hemostatic 
effects  of  zomepirac  are  usually  not  detectable 
after  10  to  12  hours.  It  is  felt  that  the  effects  on 
platelet  function  are  due  to  reversible  inhibi- 
tion of  prostaglandin  synthetase  in  the 
platelets. 

The  potential  for  zomepirac  to  cause  physi- 
cal dependence  appears  to  be  quite  low.  When 
zomepirac  was  discontinued  after  12  months  of 
daily  use  in  57  patients  in  a double-blind  study, 
there  was  no  evidence  of  withdrawal 
symptoms.12 

DOSAGE  RECOMMENDATIONS/COST 

Zomepirac  is  available  in  oral  form  only  as  a 
100  mg  scored  tablet.  The  usual  dosage  recom- 
mendation is  50  mg  every  4 to  6 hours  for  mild 
pain,  and  100  mg  every  4 to  6 hours  for  moder- 
ate to  severe  pain.10  The  cost  to  the  patient  is 
approximately  30tf:  per  tablet. 

CONCLUSIONS 

Zomepirac  is  a new  prostaglandin  synthe- 
tase inhibitor.  In  clinical  trials,  100  mg  of  zome- 
pirac has  been  shown  to  be  as  effective  as 
narcotic  analgesics  in  relieving  moderate  pain 
without  producing  apparent  tolerance,  addic- 

(Please  turn  to  page  422) 
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STATE 

DEPARTMENT/ 
PUBLIC  HEALTH 


RABIES  IMMUNIZATION 

The  Iowa  State  Department  of  Health  has 
facilitated  establishment  of  a regional 
statewide  network  of  depots  to  supply  vaccine 
and  globulin  to  physicians,  clinics,  and  hospi- 
tals in  Iowa.  This  system  was  reviewed  and 
approved  by  executives  of  all  state  medical, 
pharmacy  and  hospital  associations.  The  con- 
sensus of  all  parties  was  the  present  system 
offers  the  most  advantages  and  deserves 
everyone's  support. 

A list  of  the  depots  including  two  secondary 
sources  is  provided.  Generally,  all  facilities 
offer  24-hour  dispensing.  Transportation 
arrangements  are  the  responsibility  of  the  re- 
questing party.  The  state  is  not  rigidly  com- 
partmentalized. Physicians  and  clinics  may  de- 
cide which  sources  to  utilize  for  both  preexpo- 
sure and  postexposure  treatment. 

Special  Note:  Production  of  rabies  vaccine  in 
reduced  dosage  for  intradermal  administration 
is  under  initial  production  at  Merieux  Institute 
and  will  be  evaluated  by  the  Food  and  Drug 
Administration.  This  product  will  be  intro- 
duced for  distribution  late  this  year,  if  found 
satisfactory  by  the  bureau  of  Biologies  FDA.  It 
will  be  restricted  for  use  in  preexposure  vac- 
cination only  and  will  reduce  the  cost  of  vac- 
cination significantly. 

REGIONAL  RABIES  VACCINE  CENTERS 

The  Iowa  rabies  biologies  distribution  sys- 
tem is  listed  here.  The  state  is  not  rigidly  com- 
partmentalized; physicians  and  clinics  may  de- 
cide which  sources  to  utilize.  We  encourage 

This  information  on  public  health  matters  is  furnished  and  sponsored 
by  the  Iowa  State  Department  of  Health. 


use  of  this  system  as  the  best  means  to  supply 
these  products  in  Iowa. 


Facility  Name  and  Address 

Crawford  County  Mem.  Hospital 
2020  First  Avenue  South 
Denison,  Iowa  51442 

Palo  Alto  County  Hospital 
W.  First  Street 
Emmetsburg,  Iowa  50536 

University  of  Iowa 
Hospital  & Clinics 
Iowa  City,  Iowa  52242 

Cass  County  Mem.  Hosp. 

1501  E.  Tenth  Street 
Atlantic,  Iowa  50022 

Lucas  County  Mem.  Hosp. 

N.  Seventh  St.,  Box  571 
Chariton,  Iowa  50049 

Winneshiek  County  Mem.  Hosp. 
901  Montgomery 
Decorah,  Iowa  52101 

Broadlawns  Medical  Center 

18th  & Hickman 

Des  Moines,  Iowa  50314 

Sartori  Memorial  Hospital 
6th  & College  Street 
Cedar  Falls,  Iowa  50613 

Dickinson  County  Mem.  Hospital 
Highway  71  South 
Spirit  Lake,  Iowa  51360 

St.  Lukes  Medical  Center 
2720  Stone  Park  Blvd. 

Sioux  City,  Iowa  51104 

St.  Joseph  Mercy  Hosp. 

84  Beaumont  Drive 
Mason  City,  Iowa  50401 

Mary  Greeley  Hospital 
117-1 1th  St. 

Ames,  Iowa  52001 

Mercy  Health  Center 
St.  Josephs  Unit 
Mercy  Drive 
Dubuque,  Iowa  52001 
Burlington  Med.  Center 
602  N.  Third  St. 

Burlington,  Iowa  52601 
Jennie  Edmundson  Mem.  Hosp. 
933  E.  Pierce  St. 

Council  Bluffs,  Iowa  51501 
Mississipi  Valley 
Regional  Blood  Center 
3425  E.  Locust  Street 
Davenport,  Iowa  52800 
Kreiser  Surgical,  Inc. 

21st  & Minnesota 
Sioux  Falls,  S.D.  57105 


Pharmacist 
Don  Haley 

Gregory  Hoyman 

Harold  J.  Black 

Jim  Theis 

Bill  Baer 

John  Hanson 

Win  Mote 

Dave  Wright 

Gayle  Mayer 

John  F.  Lederer 

Dale  Sargent 

Neezbat  Khan 

Bernard  Fox 

Darwin  Cooley 
Joe  Muelleman 
N/A 

N/A 


Telephone  Number 
712/263-5021 


712/852-2434 


319/356-2577 


712/243-3250 


515/774-2181 


319/382-2911 


515/282-2227 


319/266-3584 


712/336-1230 


712/279-3500 


515/424-7606 


515/239-2011 


319/589-9034 


319/753-3285 
If  no  answer,  E.R. 
319/753-3264 
712/328-6009 

319/359-5401 

5406 


605/336-1155 
After  Hours 
800/843-7948 
(Request  call  back 
from  on-call  exec. 
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YEAR  ROUND  ENJOYMENT 
IN  WINTER  PARK  COLORADO. 

Year-round  enjoyment  at  Winter  Park  enhances  the  value  and  pleasure  of  a second  home.  And  Lookout  Village 
offers  a tremendous  opportunity  for  condominium  ownership  in  an  aggressive,  growing  recreational  area. 

The  desirability  for  small,  more  intimate  condominium  groupings  has  been  expressed  by  many  potential 
owners.  Lookout  Village  will  provide  that  intimacy,  and  at  the  same  time,  places  you  in  close  proximity  to  the 
town  of  Winter  Park  with  its  hustle  and  bustle,  and  a myriad  of  activities  and  services. 

Priced  from  $112,000,  the  27  condominiums  at  Lookout  Village  will  be  one  and  two  bedroom  units  complete 
with  whirlpool  tubs  and  heat  circulating  fireplaces.  All  are  specially  designed  with  second  floor  living  areas  to 
capitalize  on  the  spectacular  view.  Lookout  units  are  planned  for  maximum  privacy  and  versatility. 

Lookout  Village  will  provide  a private  club  membership  with  the  many  “extras"  usually  found  in  the  larger 
projects,  in  addition  to  its  own  recreational  facilities.  Together  they  include  tennis  courts,  swimming  pool,  indoor 
and  outdoor  whirlpools,  sauna,  sun  decks,  dressing  rooms,  meeting  room  and  exercise  equipment.  Proposed 
expansion  includes  racquetball  courts  and  viewing  area,  massage  room,  hot  tub  and  game  room. 

Lookout  Village ...  for  a year  round  vacation  home  you’ll  never  want  to  leave ...  another  project  of  ARKAE 
DEVELOPMENT,  INCORPORATED. 


Marketed  by  ARKAE  PARTNERS  REAL  ESTATE,  4907  West  Lincoln  Way/Ames,  Iowa  50010 
Telephone:  (515)  292-7850,  Toll  Free:  (800)  443-2781,  Ext.  A50D 


Please  send  additional  information  on  the  Lookout  Village  Condominiums. 


T 


Name 


Address 
City 


State 


Zip 


Telephone:  (business) 


i r l_. 

An  offering  statement  for  this  subdivision  has  been  filed  with  the  Iowa  Real  Estate  Commission 
and  a copy  of  such  offering  statement  is  available  from  the  subdivider  upon  request. 


( home ) 


D 
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DRUG  THERAPY  REVIEW 

(Continued  from  page  419) 


tion,  or  equivalent  central  nervous  system  or 
gastrointestinal  side  effects.5,  7/  8 Although  the 
cost  is  somewhat  greater,  in  selected  patients 
with  mild  to  moderate  pain  not  relieved  by 
aspirin,  zomepirac  may  be  preferable  to  oral 
narcotics.  — Ann  Eckstein,  M.D.,  Fellow  in 
General  Internal  Medicine 
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August  1982  Morbidity  Report 


Disease 

August 

1982 

Total 

1982 

to 

Date 

1981 

to 

Date 

Most  August  Cases 
Reported  From 
These  Counties 

Amebiasis 

2 

53 

12 

Johnson,  Muscatine 

Brucellosis 

0 

3 

1 

Chickenpox 

0 

5853 

6989 

Campylobacter 

42 

207 

Polk,  Dubuque,  Black 
Hawk 

Cytomegalovirus 
Eaton's  Agent 

7 

33 

18 

Polk,  Cass,  Jackson 

infection 

27 

168 

19 

Linn,  Polk,  Scott 

Encephalitis,  viral 
Erythema 

5 

21 

14 

Dubuque 

infectiosum 

Gastroenteritis 

0 

246 

1152 

(GIV) 

26 

7998 

12241 

Black  Hawk,  Scott, 
Johnson 

Giardiasis 

17 

89 

53 

Black  Hawk,  Henry, 
Jasper 

Guillain-Barre 

1 

13 

Buchanan 

Hepatitis,  A 

2 

54 

169 

Dubuque,  Jasper 

Hepatitis,  B 

8 

66 

60 

Polk 

Hepatitis,  Non  A-B 
Hepatitis 

2 

10 

Allamakee,  Linn 

type  unspecified 

4 

22 

41 

Dubuque 

Herpes  Simplex 

41 

272 

151 

Polk,  Johnson,  Lynn 

Herpes  Zoster 

0 

10 

4 

Histoplasmosis 

Infectious 

0 

14 

7 

mononucleosis 

Influenza, 

0 

127 

190 

lab  confirmed 
Influenza-like 

1 

74 

191 

Jackson 

illness  (URI) 

261 

27485 

48965 

Johnson,  Black  Hawk, 
Scott 

Disease 

August 

1982 

Total 

1982 

to 

Date 

7981 

to 

Date 

Most  August  Cases 
Reported  From 
These  Counties 

Legionellosis 

2 

18 

Dubuque,  Polk 

Malaria 

1 

6 

Johnson 

Meningitis 

aseptic 

10 

37 

44 

Dubuque,  Polk 

bacterial 

15 

114 

86 

Dubuque,  Clayton 

meningococcal 

0 

5 

18 

Mumps 

1 

30 

43 

Crawford 

Pertussis 

0 

5 

3 

Rabies  in  animals 

34 

288 

634 

Allamakee,  Polk,  Linn 

Reye  Syndrome 

1 

5 

Buchanan 

Rheumatic  fever 

0 

3 

7 

Rocky  Mt. 

Spotted  Fever 

1 

4 

Polk 

Rubella 

(German  measles) 

0 

0 

4 

Measles 

0 

0 

1 

Salmonellosis 

29 

201 

175 

Linn,  Polk,  Warren 

Shigellosis 

16 

40 

23 

Pottawattamie 

Toxic  Shock 

Syndrome 

0 

14 

Tuberculosis 

total  ill 

7 

54 

69 

Scott,  Clayton,  Howard 

bact.  pos. 

6 

39 

43 

Scott,  Clayton,  Howard 

Typhoid  Fever 

0 

1 

Venereal  diseases: 

Gonorrhea 

398 

3071 

3383 

Polk,  Scott,  Black  Hawk 

Syphilis 

3 

21 

16 

Johnson,  Polk,  Scott 

Laboratory  Virus  Diagnosis  Without  Specified  Clinical  Syndrome:  Adenovirus 
— 3,  Polk,  1,  Linn,  1,  Lucas;  Blastomycosis — 1,  Dubuque;  ECHO  — 1, 
Jackson,  2,  Johnson,  1,  Polk;  Coxsackie — 1,  Linn,  1,  Polk,  1,  Warren 
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NEWS/PRODUCTS, 
PROGRAMS,  ETC. 


Information  on  various  products,  programs,  etc.,  is 
received  regularly  by  the  ims  journal.  Here  are 
short  items  sifted  from  the  mail  by  the  Scientific 
Editor.  A reference  to  a specific  product  is  not  in- 
tended to  suggest  any  particular  endorsement.  Ad- 
ditional information  on  any  entry  may  be  obtained  by 
contacting  the  ims  journal. 


DOSAGE  FOR  CHILDREN  — G.  S.  Searle  & Co. 
has  received  FDA  approval  to  include  a recom- 
mended dosage  for  children  in  its  labeling  for 
Norpace®  (disopyramide  phosphate).  The  new 
pediatric  dosage  will  provide  a suggested 
maintenance  schedule  for  children  under  age 
18  who  are  afflicted  with  such  arrhythmias  as 
premature  ventricular  contractions  (unifocal, 
multifocal  or  paired  PVCs)  and  episodes  of 
ventricular  tachycardia. 

TRANSPARENT  DRESSING  — 3M  Tegaderm 
brand  transparent  dressing  has  a semiperme- 
able  film  which  permits  moisture  vapor  to 
evaporate  from  the  skin,  provides  a moist  heal- 
ing environment  for  skin  lesions,  while  acting 
as  a barrier  to  bacteria  and  water.  A variety  of 
sizes  is  available.  More  information  and  prod- 
uct samples  may  be  obtained  from  Medical 
Products  Division  ME  82-12,  3M,  P.O.  Box 
33600,  St.  Paul,  Minnesota  55133. 

UPDATED  CPT  AVAILABLE  — Over  60  revi- 
sions are  included  in  the  sixth  update  of  the 
AMA  Current  Procedural  Terminology-4.  This 
update  is  being  sent  to  individuals  who  com- 
pleted and  returned  the  prepaid  card  in  the 
CPT-4  book.  CPT-4  and  future  CPT  updates 
may  be  requested  from  the  Order  Department, 
AMA,  P.O.  Box  821,  Monroe,  Wisconsin 
53566.  Single  copies  are  $19.95  plus  $2  for  post- 
age and  handling  (fourth  class  book  rate)  or  $3 
for  delivery  by  U.P.S.  Updates  one  through  six 
are  included.  Future  updates  will  cost  $5. 


DATEBOOK™  II 

DATEBOOK  manages  time  just  like  an  office 
appointment  book  and  is  designed  especially  for 
physicians,  dentists,  lawyers  or  for  any  office 
where  time  management  is  critical  to  efficiency. 

DATEBOOK  ends  messy  scribbles  and  erasures 
and  you  get  a clean  printout  of  your  appoint- 
ments at  the  beginning  of  each  day  or  on  de- 
mand. 

DATEBOOK'S  operation  is  self-explanatory. 
Your  receptionist  can  begin  using  DATEBOOK 
immediately  and  will  be  proficient  within  hours. 
One  key  operation  is  easy  to  learn. 

Appointments  can  be  scheduled,  cancelled, 
modified,  moved  or  held  until  they  can  be  re- 
scheduled. 

ComputerLand 

We  know  small  computers. 

Let  us  introduce  you. 

Cedarridge  Center 

75th  & Douglas  Des  Moines,  Iowa  50322 
515/270-8400 


BEING  A PHYSICIAN 
AND  A BUSINESSMAN  IS 
LIKE  REMOVING  GALLSTONES 
WITH  A SPOON... 


it’s  not  a very  good  idea.  But  today,  modern  busi- 
ness dictates  that  physicians  with  their  own  prac- 
tices spend  a great  percentage  of  time  as 
businessmen  ...  at  the  expense  of  their  job. 

We  provide  you  with  an  environment  serving  a 
purpose:  practicing  medicine.  No  salesmen  or 
accountants  calling,  no  books  to  balance  and  no 
late  hours.  You  concentrate  on  practicing  medicine 
with  a health  care  system  that’s  one  of  tne  finest  in 
the  world.  You’ll  work  in  modern,  well-equipped 
hospitals  and  clinics  with  the  most  up-to-date 
technology. 

Also  included  are  excellent  programs  of  com- 
pensation, opportunities  for  professional  growth 
and  specialization,  30  days  vacation  with  pay  each 
year,  full  medical  and  dental  care  and  more. 

With  the  Air  Force,  we  want  you  to  do  one  thing: 
practice  medicine.  We  would  like  to  provide  you 
with  more  information  on  Air  Force  medicine. 


Contact:  Ken  Gardner 

400  South  Clinton 
RO.  Box  1490 


Call  Collect 
319/351-2076 


\V  towa  City Ja  52244 


0 


A great  way  of  life. 
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ABOUT 

IOWA 

PHYSICIANS 


Dr.  Charles  Semler,  Sr.,  Story  City,  recently 
was  presented  a plaque  by  the  Story  City 
Memorial  Hospital  Board  of  Trustees  com- 
memorating his  40  years  in  the  medical  profes- 
sion. Dr.  Semler  began  his  medical  practice  in 
Gravity  in  1942  and  located  in  Story  City  in 
1944.  . . . Dr.  David  Clark  recently  joined  Dr. 
Robert  Haakenson  in  family  practice  in  Forest 
City.  Dr.  Clark  received  the  M.D.  degree  at  the 
U.  of  I.  College  of  Medicine  and  completed  his 
family  practice  residency  in  Rockford,  Illinois. 
He  recently  completed  a two-year  obligation 
with  the  National  Health  Service  Corps.  . . . 


Dr.  Asha  N.  Madia  recently  began  a pediatric 
practice  in  Indianola.  Dr.  Madia  received  her 
medical  training  in  Bombay,  India;  located  in 
the  United  States  in  1975  and  completed  her 
pediatric  residency  at  Blank  Childrens  Hospi- 
tal in  Des  Moines.  . . . Dr.  George  D.  Aurand, 
Clinton,  recently  presented  a research  paper  to 
the  8th  North  American  Prairie  Conference  at 
Western  Michigan  University  in  Kalamazoo, 
Michigan.  Dr.  Aurand's  paper  was  entitled, 
"The  Establishment  of  Native  Grasses  and 
Forbs  Using  a Modification  of  the  Planting 
Board  Method."  . . . Dr.  Millard  A.  Troxell, 
Cedar  Rapids,  has  retired  from  medical  prac- 
tice. Dr.  Troxell  received  the  M.D.  degree  at 
the  U.  of  I.  College  of  Medicine;  interned  at  St. 
Mary's  Hospital  in  Duluth,  Minnesota  and 
served  his  dermatology  residency  at  Ancker 
Hosptial  in  St.  Paul,  Minnesota.  He  began  his 
medical  practice  in  Cedar  Rapids  in  1953. 


Dr.  Charles  Ripp  has  joined  Medical  Associ- 
ates in  Newton.  Dr.  Ripp  received  the  M.D. 
degree  at  Creighton  University  School  of  Medi- 

(Please  turn  to  page  426) 
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* MEDICAL  SUPPLY  INC. 

FOR  ALL  YOUR  MEDICAL  SUPPLY  & HOME  CONVALESCENT  NEEDS 


Wheel  Chairs 
Hospital  Beds 
All  Purpose 
Commode  Chairs 
Walkers  — Commodes 
Dressings 


Surgical  Pads 
Combine  Roles 
Under  Pads 
Adult  Plastic  Pants 
Oxygen  Supplies 
Student  Supplies 


Instruments 
Diagnostic  Equip. 
Lab  Supplies 
Equip.  For  Exam 
Rooms 

Crutches  — Canes 


Back  Rests 
Traction  Equip. 
Whirlpool  Baths 
Catheters 
Plastic 
Disposables 


SALES  — LEASING  — SERVICE  — REPAIRS 
"After  the  Sale  . . . it's  the  Service  that  Counts.  ” 


Call  FOR  INFORMATION:  Home  Office:  PH  319/337-3121 
Branch  Office:  PH  515/274-4015 


225  E.  Prentiss  St.  Iowa  City,  Iowa  52240 

5737  University  Avenue  Des  Moines,  Iowa  50311 


OTHER  STATES  IOWA  WATS 

1/800/553-6296  1/800/272-6448 
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NEW  IOWA  DOCTORS 


Dr.  Becca  Brandt  has  joined  her  husband.  Dr. 
Kim  Brandt,  and  Dr.  Robert  Sautter  at  the 
Mount  Vernon  Family  Medical  Center.  Dr. 
Brandt  received  the  M.D.  degree  at  the  U.  of  I. 
College  of  Medicine  and  completed  her  family 
practice  residency  in  Cedar  Rapids.  . . . Dr. 
Reddy  Reganti  has  joined  the  Burlington 
Medical  Center.  Dr.  Reganti  received  his 
medical  education  at  Osmania  University  in 
India.  He  took  postgraduate  work  in  radiation 
oncology  at  Columbia  Presbyterian  and  Mt. 
Sinai  Hospital  in  New  York  City  and  also  stud- 
ied diagnostic  radiology  at  the  New  Jersey 
Medical  School.  Prior  to  locating  in  Burlington, 
Dr.  Reganti  practiced  radiation  oncology  and 
radiology  in  New  Jersey  and  New  York.  . . . 
Dr.  Wai  Cheung  recently  began  medical  prac- 
tice in  Tabor.  Dr.  Cheung  received  the  M.D. 
degree  from  the  University  of  Nebraska  School 
of  Medicine  in  Omaha  and  completed  his  fami- 
ly practice  residency  at  Hamot  Medical  Center 
in  Erie,  Pennsylvania.  . . . Dr.  Paul  Weber  re- 
cently joined  the  Main  Street  Family  Practice 
Center  in  Denver.  Dr.  Weber  received  the 
M.D.  degree  at  the  U.  of  I.  College  of  Medicine 
and  served  his  family  practice  residency  at  the 
Black  Hawk  Area  Family  Practice  Program  in 
Waterloo.  . . . Dr.  Craig  W.  Brown  and  Dr. 
Steven  W.  Tarr  recently  began  family  practice 
at  Cedar  Falls  Medical  Associates.  Dr.  Brown 
completed  his  family  practice  residency  at 
Rockford,  Illinois  and  Dr.  Tarr  finished  his  res- 
idency program  in  family  practice  at  the 
U.  of  I.  College  of  Medicine. 


Dr.  Edward  Piller  has  joined  Dr.  Martha 
Capizzi  in  family  practice  in  Glen  wood.  Dr. 
Piller  received  the  M.D.  degree  at  Creighton 
University  School  of  Medicine  in  Omaha.  In 
addition  to  his  Glenwood  medical  practice,  Dr. 
Piller  will  also  be  an  internal  medicine  resident 
at  Jennie  Edmundson  Hospital  in  Council 
Bluffs.  . . . Dr.  Gordon  Baustian  and  Dr.  Gary 
Mansheim  recently  entered  family  practice  in 


Burlington.  Dr.  Baustian  received  the  M.D.  de- 
gree at  the  U.  of  I.  College  of  Medicine  and 
completed  his  family  practice  residency  at 
E.  W.  Sparrow  Hospital  in  Lansing,  Michigan. 
Dr.  Mansheim  received  the  M.D.  degree  at  the 
U.  of  I.  College  of  Medicine  and  served  his 
family  practice  residency  at  St.  Joseph  Hospital 
in  Flint,  Michigan.  . . . Dr.  E.  Michael  Sarno 
recently  joined  Dr.  Robert  S.  Brown,  Des 
Moines,  in  the  practice  of  ophthalmology.  Dr. 
Sarno  received  the  M.D.  degree  at  the  U.  of  I. 
College  of  Medicine  and  completed  his 
ophthalmology  residency  at  the  University  of 
Kansas  School  of  Medicine.  He  recently  com- 
pleted a fellowship  in  corneal  transplant 
surgery  at  the  Estelle  Doheny  Eye  Foundation 
of  the  University  of  Southern  California.  . . . 
Dr.  James  Eaves  recently  began  family  practice 
in  Clarinda.  Dr.  Eaves  received  the  M.D.  de- 
gree at  the  University  of  Tennessee  Medical 
School  and  served  his  family  practice  residency 
in  Tulsa,  Oklahoma  and  Martina,  California. 
. . . Dr.  Dwight  J.  Schroeder  recently  joined 
the  Cedar  Centre  Psychiatric  Group  in  Cedar 
Rapids.  Dr.  Schroeder  received  the  M.D.  de- 
gree and  completed  his  psychiatric  residency 
at  the  U.  of  I.  College  of  Medicine. 


Dr.  Dino  Andriani  and  Dr.  Paul  Mittelstadt 

recently  joined  the  Cresco  Medical  Center.  Dr. 
Andriani  received  the  M.D.  degree  at  Dal- 
housie  University  Medical  School,  Halifax, 
Nova  Scotia  and  interned  at  Victoria  General 
Hospital  in  Halifax.  Dr.  Mittelstadt  received 
the  M.D.  degree  at  the  University  of  Minneso- 
ta Medical  School  and  interned  at  St.  Joseph 
Hospital  in  Mason  City.  Both  are  family  prac- 
tice physicians.  . . . Dr.  Michael  A.  Cronkle- 
ton  has  joined  the  Davenport  Clinic.  Dr. 
Cronkleton  received  the  M.D.  degree  at  the 
U.  of  I.  College  of  Medicine  and  served  his 
internal  medicine  residency  at  Henry  Ford 
Hospital  in  Detroit,  Michigan. 
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cine  in  Omaha,  Nebraska  and  completed  his 
family  practice  residency  at  St.  Michael's  Hos- 
pital in  Milwaukee,  Wisconsin.  . . . Dr.  Bill 
Buckley  recently  began  the  practice  of  surgery 
in  Jefferson.  Dr.  Buckley  received  the  M.D. 
degree  at  the  U.  of  I.  College  of  Medicine,  and 
had  his  surgery  residency  also  at  the  U.  of  I. 

. . . New  officers  of  the  Cherokee  Mental 
Health  Institute  staff  are  — Dr.  James  Duggan, 
president;  Dr.  Sherman  Lindell,  vice  pres- 
ident; Dr.  Brian  Fulton,  secretary  and  Dr. 
B.  Frank  Vogel,  chief  of  staff.  . . . Dr.  Lee  C. 
Chiu,  professor  in  the  Department  of  Radiolo- 
gy at  the  U.  of  I.  College  of  Medicine,  has  been 
named  a fellow  of  the  American  College  of 
Radiology. 


. . . Dr.  Dale  G.  Wicklund  recently  began 
family  practice  in  Lansing.  Dr.  Wicklund  re- 
ceived the  M.D.  degree  at  the  University  of 
Hawaii  Medical  School;  interned  and  served 
his  family  practice  residency  at  Tripler  Army 
Hospital  in  Honolulu.  . . . Dr.  Paul  H.  Weber 
has  joined  Dr.  Kenneth  D.  McMains  to  prac- 
tice family  medicine  in  Denver.  Dr.  Weber  re- 
ceived the  M.D.  degree  at  the  U.  of  I.  College  of 
Medicine  and  completed  his  family  practice 
residency  at  the  Black  Hawk  Area  Family  Prac- 
tice Center  in  Waterloo. 


DEATHS 


Dr.  Olin  A.  Elliott,  76,  longtime  Des  Moines 
physician,  died  August  13  at  Iowa  Methodist 
Medical  Center  in  Des  Moines.  Dr.  Elliott  re- 
ceived the  M.D.  degree  at  the  University  of 
Nebraska  School  of  Medicine  in  Omaha,  Ne- 
braska. A native  of  Griswold,  Iowa,  he  had 
practiced  medicine  in  the  Des  Moines  area  for 
50  years.  Following  World  War  II,  Dr.  Elliott 
and  two  other  physicians  established  the 
Beaverdale  Medical  Clinic  in  Des  Moines.  In 
1956  Dr.  Elliott  served  as  a missionary  doctor 
for  a Presbyterian  Church  in  Alaska  and  in 
1978  established  the  first  medical  office  at  the 
Bethel  Mission  in  Des  Moines.  He  had  been 
medical  director  of  Calvin  Manor  since  1965. 
Dr.  Elliott  was  a fellow  of  the  American 
Academy  of  Family  Physicians  and  a life  mem- 
ber of  the  Iowa  Medical  Society. 


Dr.  Wilson  C.  Wolfe,  70,  Ottumwa,  died  at  his 
home  on  August  26.  Dr.  Wolfe  received  the 
M.D.  degree  at  the  U.  of  I.  College  of  Medi- 
cine. He  retired  in  1976  after  practicing  otolar- 
yngology for  many  years  in  Ottumwa. 


Dr.  Patrick  J.  Collison  has  assumed  the  prac- 
tice of  Dr.  Thomas  R.  Updegraff  in  Waterloo. 
Dr.  Collison  received  the  M.D.  degree  at  the  U. 
of  I.  College  of  Medicine;  interned  at  Lutheran 
Hospital  in  LaCrosse,  Wisconsin,  and  served 
his  residency  in  otolaryngology  at  the  U.  of  I. 


Dr.  Frank  S.  Peckosh,  77,  Lost  Nation,  died 
August  23  at  Crestridge  Nursing  Home  in  Ma- 
quoketa.  Dr.  Peckosh  received  the  M.D.  de- 
gree at  the  U.  of  I.  College  of  Medicine,  and 
had  practiced  in  the  Lost  Nation  area  for  48 
years  prior  to  his  retirement. 
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CLASSIFIED  ADVERTISING 


RADIOLOGY  — EXPANDING  DES  MOINES  BASED  RADIOLOGY 
GROUP  — interested  in  providing  radiology  services  to  an  additional 
hospital  within  a 50-mile  radius  of  Des  Moines.  All  group  members  are 
university  trained  and  AMA  board  certified.  Prefer  fee  for  service 
arrangements.  For  additional  information,  write  NO.  1546,  JOURNAL 
OF  THE  IOWA  MEDICAL  SOCIETY,  1001  Grand  Avenue,  West  Des 
Moines,  Iowa  50265. 


1983  CME  CRUISE/CONFERENCES  ON  LEGAL-MEDICAL  ISSUES 
— Caribbean,  Mexican  Riviera,  Alaska,  Mediterranean.  7, 10, 14  days  in 
January,  April,  July,  August.  Distinguished  professors.  18-24  CME 
CAT.  1 credits.  FLY  ROUNDTRIP  FREE  ON  CARIBBEAN,  MEXICAN, 
ALASKAN  CRUISES.  Excellent  group  fares  on  finest  ships.  Registration 
limited.  Tax  deductible  under  1976  Tax  Reform  Act.  Information:  Inter- 
national Conferences,  189  Lodge  Avenue,  Huntington  Station,  New 
York  11746.  516/549-0869. 


WOULD  YOU  SELL  YOUR  PRACTICE  FOR  A YEAR'S  SALARY  OR 
MORE?  Physicians  with  an  established  practice  in  key  areas  can  receive 
excellent  returns  if  they  decide  to  sell  their  practice.  For  more  informa- 
tion, call  FirstCare,  Inc.  816/587-1850. 


PRACTICE  OPPORTUNITIES  — Health  Resources  has  long-term 
career  opportunities  and  short-term  locum  tenens  positions  available. 
Please  send  CV  in  confidence  to:  Dr.  Ron  Hammerle,  Health  Resources, 
Ltd.,  River  Road  Professional  Bldg.,  Box  12220,  Kansas  City,  Missouri 
64152.  816/587-0920. 


SURGEON  RELOCATING  — 45-year-old,  board  certified,  university 
trained  general  surgeon  considering  relocation  due  to  breakup  of  present 
group.  Prefer  location  within  200-mile  radius  of  Omaha-Lincoln  area  and 
community  size  of  6,000  or  larger.  Address  your  inquiry  to  No.  1544, 
JOURNAL  OF  THE  IOWA  MEDICAL  SOCIETY,  1001  Grand  Avenue, 
West  Des  Moines,  Iowa  50265. 


INTERNAL  MEDICINE  PRACTICE  FOR  SALE  — Midwestern  city  of 
100,000  with  metropolitan  area  of  350,000.  Hour  from  major  university 
and  medical  school.  Physical  facilities  include  lab,  EKG,  and  X-ray. 
Easily  expanded  for  partner.  All  medical  and  surgical  specialties  repre- 
sented. 300-bed  hospital  10  minutes  from  office.  For  additional  informa- 
tion, phone  913/432-0730. 


FAMILY  PHYSICIAN  WANTED  — to  join  three  Board  Certified 
Family  Physicians  in  a young  and  growing  medical  practice  in  Central 
Minnesota.  The  practice  is  oriented  toward  Family  Practice  Medicine 
and  located  centrally  in  the  state  with  quick  access  to  the  Minneapolis- 
St.  Paul  area.  Both  practices  are  a short  distance  from  the  St.  Cloud  area 
and  our  physicians  use  the  St.  Cloud  Hospital  for  hospitalization  of  their 
patients.  Cultural  and  recreational  activities  are  abundant  in  this  area  of 
Minnesota.  The  salary  and  fringe  benefits  are  open  and  negotiable.  If 
interested,  please  contact  Thomas  J.  Newton,  M.D.,  Medical  Director,  or 
contact  Daryl  G.  Mathews,  Administrator,  at  either  the  St.  Joseph  or 
Cold  Spring  Medical  Clinics,  26  North  Red  River  Avenue,  Cold  Spring, 
Minnesota  56320,  or  call  collect  612/685-8641  or  612/363-7765  in  St. 
Joseph,  Minnesota. 


FAMILY  PRACTICE  PHYSICIAN/OR  PRIMARY  CARE  ORIENTED 
INTERNIST  — To  join  2 family  practice  physicians  and  a board  certified 
surgeon  in  a group  practice.  Located  in  a community  of  2,500  in  south- 
west Minnesota.  This  medical  clinic  is  supported  by  a modern  30-bed 
acute  care  hospital  and  138-bed  skilled  long  term  care  facility.  Guaran- 
teed first  year  income,  will  pay  travel  expenses  for  interview.  Interested 
physicians  send  curriculum  vitae  to  William  Wilson,  Administrator, 
Springfield  Community  Hospital,  P.  O.  Box  146,  Springfield,  Minnesota 
56087  or  call  Collect  507/723-4215  for  more  information. 


LUCRATIVE,  PRIVATE 
FAMILY/OCCUPATIONAL 
PRACTICE  OPPORTUNITY 

Located  in  Des  Moines  for  two 
or  three  young,  energetic  family 
practitioners  and/or  genera! 
surgeons  interested  in  joining  or 
assuming  a solid,  established 
family/occupational  practice  in 
new  clinic  building! 

PURCHASE  OPPORTUNITY, 

IF  DESIRED 

For  further  details,  write  Box  1545, 
JOURNAL  OF  THE  IOWA  MEDICAL 
SOCIETY,  1001  Grand  Avenue, 
West  Des  Moines,  Iowa  50265.  All 
replies  confidential. 
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ALLERGY 


RICHARD  L.  COOLEY,  M.D. 
PARK  CLINIC 
MASON  CITY 
515/421-5677 


CARDIOLOGY 


CARDIOLOGY  CONSULTANTS,  P.C. 

A.  L.  CHUGHTAI,  M.D.,  F.A.C.C. 

M.  L.  KWATRA,  M.D. 

1069  FIFTH  STREET 
DES  MOINES  50314 
515/244-1352 
PRACTICE  LIMITED  TO 
CARDIOVASCULAR  DISEASES  — ALL 
INVASIVE  AND  NONINVASIVE 
PROCEDURES 


DERMATOLOGY 


ROBERT  J.  BARRY,  M.D. 

1030  FIFTH  AVE.,  S.E. 

CEDAR  RAPIDS  52403 
319/366-7541 

PRACTICE  LIMITED  TO  DISEASES, 
CANCER  AND  SURGERY  OF  SKIN 

ROGER  I.  CEILLEY,  M.D. 

J.  WILLIAM  HOLTZE,  M.D. 

1212  PLEASANT,  SUITE  402 
DES  MOINES  50309 
515/244-0136 

DERMATOLOGY,  DERMATOLOGIC 
SURGERY  AND  MOHS' 
CHEMOSURGERY  FOR  SKIN  CANCER 

RANDALL  R.  MAHARRY,  M.D. 

1212  PLEASANT,  SUITE  406 
DES  MOINES  50309 
515/243-86766 

ROBERT  R.  SCHULZE,  M.D. 

3836  BEAVER 
DES  MOINES  50310 
515/277-6377 

DERMATOLOGY  AND  DERMATOLOGIC 
SURGERY 

S.  D.  MARTY,  M.D. 

P.  M.  SCHAP,  M.D. 

PARK  CLINIC 
MASON  CITY 
515/421-5620 


DERMATOPATHOLOGY 


ASSOCIATED  PATHOLOGISTS,  P.C. 
KINGSLEY  B.  GRANT,  M.D. 

DERMATOPATHOLOGY 

ROGER  C.  UNDO,  M.D. 

J.  MARTIN  JOHNSON,  M.D. 

1026  A.  AVENUE,  N.E. 

CEDAR  RAPIDS  52402 
319/369-7002 
ANATOMIC  AND  CLINICAL 
PATHOLOGY 


ELECTRODIAGNOSIS 


BURTON  STONE,  M.D. 

BURLINGTON  MEDICAL  CENTER 
2910  MADISON  AVENUE 
BURLINGTON  52601 
319/754-7841 

ELECTROMYOGRAPHY  & NERVE 
CONDUCTION  VELOCITY  STUDIES, 
PHYSICAL  MEDICINE  & 
REHABILITATION,  KLEIN 
REHABILITATION  UNIT 


GASTROENTEROLOGY 


DIAGNOSTIC  GASTROENTEROLOGY 
ASSOCIATES,  P.C. 

Y.  PRUSAK,  M.D. 

HARVEY  GILLER,  D.O. 

JEFFREY  STAHL,  M.D. 

943  19TH 
DES  MOINES  50311 
515/288-6097 
PRACTICE  LIMITED  TO 
GASTROENTEROLOGY  AND 
GASTROINTESTINAL  ENDOSCOPY 

JAMES  P.  GOULD,  M.D. 

COLONY  PARK  BLDG. 

37TH  AND  WOODLAND 
WEST  DES  MOINES  50265 
515/225-3122 
PRACTICE  LIMITED  TO 
GASTROENTEROLOGY 


GYNECOLOGY-ONCOLOGY 


FARSHAD  AGAHI,  M.D. 
PARK  CLINIC 
MASON  CITY 
515/421-5625 


HEMATOLOGY-ONCOLOGY 


JASJEET  SANGHA,  M.D. 

3118  BROCKWAY  ROAD 
WATERLOO  50701 
319/235-7774 

PRACTICE  LIMITED  TO  HEMATOLOGY 
AND  MEDICAL  ONCOLOGY 


INTERNAL  MEDICINE 


RALPH  R.  PRAY,  M.D.,  F.A.C.P. 

1221  CENTER  STREET,  SUITE  15 
DES  MOINES  50309 
515/282-8343 

CHEST,  INFECTIOUS 
DISEASES  & INTERNAL 
MEDICINE  ASSOCIATES,  P.C. 

ROGER  T.  LIU,  M.D. 

INTERNAL  MEDICINE  & PULMONARY 
DISEASES 

DANIEL  H.  GERVICH,  M.D. 


INTERNAL  MEDICINE  & INFECTIOUS 
DISEASES 

1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


PULMONARY  MEDICINE 


PULMONARY  MEDICINE,  P.C. 
STEVEN  K.  ZORN,  M.D. 
GREGORY  HICKLIN,  M.D. 
4060  WESTOWN  PKWY. 
WEST  DES  MOINES  50265 
515/225-8452 


LEGAL  SERVICES 


MARK  D.  RAVREBY,  M.D.,  J.D. 
1001  OFFICE  PARK  RD. 

WEST  DES  MOINES  50265 
515/225-2979 


NEONATOLOGY 


S.  SAHU,  M.D.,  F.A.A.P. 
NEWBORN  SPECIALIST,  P.C. 
MERCY  MEDICAL 
PLAZA,  SUITE  304 
DES  MOINES  50314 
24  HOUR  515/244-0377 


NEUROLOGY 


ALFREDO  D.  SOCARRAS,  M.D. 

421  LAUREL,  SUITE  408 
DES  MOINES  50314 
515/283-0605 

NEUROLOGY  & ELECTROMYOGRAPHY 

NEUROLOGICAL  ASSOCIATES  OF 
DES  MOINES,  P.C. 

MICHAEL  J.  STEIN,  D.O.,  JOSEPH  M.  DORO, 
D.O.,  DAVID  L.  FRIEDGOOD,  D.O. 

1440  EAST  GRAND  AVENUE,  SUITE  2-C 
DES  MOINES  50316 
515/262-3156 

NEUROLOGY,  ELECTROMYOGRAPHY, 
ELECTROENCEPHALOGRAPHY 

NEUROSURGERY 


NEURO-ASSOCIATES,  P.C. 

JOHN  T.  BAKODY,  M.D.,  ROBERT  C.  JONES, 
M.D.,  STUART  R.  WINSTON,  M.D. 

1034  FOURTH 
DES  MOINES  50314 
515/283-2217 
PRACTICE  LIMITED  TO 
NEUROSURGERY 

JAMES  R.  LAMORGESE,  M.D. 

411  10TH  STREET  S.E. 

CEDAR  RAPIDS  52403 
319/366-0481 

PRACTICE  LIMITED  TO 
NEUROSURGERY 

HOSUNG  CHUNG,  M.D. 

SCHOITZ  MEDICAL  ARTS  CENTER 
2055  KIMBALL,  SUITE  155 
WATERLOO  50702 
319/232-8756 
PRACTICE  LIMITED  TO 
NEUROSURGERY 
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FRANK  M.  HUDSON,  M.D. 

1221  CENTER 
DES  MOINES  50309 
515/244-3174 

PRACTICE  LIMITED  TO 
NEUROSURGERY 

EUGENE  E.  HERZBERGER,  M.D. 
MERCY  DRIVE 
DUBUQUE  52001 
319/557-1550 

PRACTICE  LIMITED  TO 
NEUROSURGERY 


OPHTHALMOLOGY 


WOLFE  CLINIC,  P.C. 

OTIS  D.  WOLFE,  M.D.,  RUSSELL  H.  WATT,  M.D., 
JOHN  M.  GRAETHER,  M.D.,  RUSSELL  R. 
WIDNER,  M.D.,  GILBERT  W.  HARRIS.  M.D.. 
JAMES  A.  DAVISON,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1565 

OPHTHALMIC  ASSOCIATES,  P.C. 

ARTHUR  C.  WISE,  M.D.,  ROBERT  D.  WHINERY, 
M.D.,  STEPHEN  H.  WOLKEN,  M.D. 

2409  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3623 


NORTH  IOWA  EYE  CLINIC,  P.C. 
ADDISON  W.  BROWN,  JR.,  M.D., 
MICHAEL  L.  LONG,  M.D. 

3121  4TH  STREET,  S.W. 

P.O.  BOX  1481 
MASON  CITY  50401 
515/423-8861 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA,  M.D.,  JAMES  W.  WHITE, 
M.D.,  GERALD  J.  COLLINS,  M.D.,  JAMES  E. 
SPODEN,  M.D. 

1370  DODGE 
DUBUQUE  52001 
319/588-0506 


IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 
ROBERT  T.  BROWN,  M.D.,  ROBERT  G.  SMITS, 
M.D.,  EUGENE  PETERSON,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 

OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

939  OFFICE  PARK  RD„  SUITE  121 
WEST  DES  MOINES  50265 
515/225-8665 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

THOMAS  OKNER,  M.D. 

PHILIP  SCHEINBERG,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 

EAR,  NOSE  AND  THROAT  SURGERY, 
HEAD  AND  NECK  SURGERY,  FACIAL 
PLASTIC  SURGERY 


PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1223  CENTER  SUITE  19 
DES  MOINES  50309 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


ORTHOPEDICS 


STEINDLER  ORTHOPEDIC  CLINIC 
WEBSTER  B.  GELMAN,  M.D.,  GERALD  W.  HOWE, 
M.D.,  JAMES  J.  PUHL,  M.D.,  EDWARD  A. 
DYKSTRA,  M.D.,  MICHAEL  M.  DURKEE,  M.D. 
2403  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3606 


PATHOLOGY 


CLINICAL  PATHOLOGY  LABORATORY 
C.  H.  DENSER,  JR„  M.D.,  M.  A.  MESERVEY, 
M.D.,  A.  R.  PRADHAN,  M.D. 

1073  FIFTH 

DES  MOINES  50314 

515/283-1578 

Iowa  IN-WATS  800/362-5290 

SURGICAL  PATHOLOGY,  CLINICAL 
PATHOLOGY  INCLUDING 
HEMATOLOGY,  CLINICAL  CHEMISTRY 
AND  BACTERIOLOGY  — EXFOLIATIVE 
CYTOLOGY  — RADIOISOTOPES 

PATHOLOGY  ASSOCIATES,  P.C. 

ORLYN  ENGELSTAD,  M.D., 

HARRY  J.  KASSIS,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 
MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY. 


CLINICAL  LABORATORIES 

D.  W.  POWERS,  M.D.,  L.  C.  PANG,  M.D., 

C.  P.  GRYTE,  M.D. 

P.O.  BOX  1683 
AMES  50010 
515/233-2316 

CONSULTATION  IN  LABORATORY 
MEDICINE  AND  PATHOLOGY 


PSYCHIATRY 


J.  C.  N.  BROWN,  M.D. 
2416  TOWNCREST  DR. 
IOWA  CITY  52240 
319/338-7941 


SATTERFIELD  PSYCHIATRIC  ASSOCIATES,  P.C. 
2928  HAMILTON  BLVD. 

SIOUX  CITY  51104 

712/277-2379 

800/352-4962 

PSYCHIATRIC  THERAPY  — ALL  AGES 

RICHARD  E.  PRESTON,  M.D. 

1221  CENTER  SUITE  8 
DES  MOINES  50309 
515/283-1221 

PRACTICE  LIMITED  TO  PSYCHIATRY  & 
NEUROLOGY 


CEDAR  CENTRE  PSYCHIATRIC  GROUP 
R.  PAUL  PENNINGROTH,  M.D.,  ROBERT  W. 
SHULTICE,  M.D.,  HUNTER  H.  COMLY,  M.D. 
CEDAR  RIVER  TOWER,  SUITE  133 
CEDAR  RAPIDS  52401 
319/365-3993 

ADULT  AND  CHILD  PSYCHIATRY 


JEAN  ARNOLD,  M.D.,  F.A.P.A. 
412  TENTH  AVENUE,  BOX  5036 
CORALVILLE  52241 
319/351-4196 

THERAPY— ALL  AGES 
COUPLE  COUNSELING 


ASSOCIATES  FOR  PSYCHIATRY  P.C. 

WM.  J.  MOERSHEL,  M.D.;  CHAS.  G.  WELLSO, 
M.D.;  EDICK  HARTUNIAN,  M.D.;  S.  ORTEGA, 
M.D.;  FRANCIS  A.  VASQUEZ,  M.D. 

717  A AVENUE,  N.E. 

CEDAR  RAPIDS  52402 
319/364-0116 

Telephone  answered  day  or  night 

ADULT  AND  CHILD  PSYCHIATRY 
MARRIAGE  AND  FAMILY  COUNSELING 
PSYCHOLOGICAL  TESTING 


SURGERY 


A.  B.  GRUNDBERG,  M.D. 

1515  LINDEN 

DES  MOINES  50309 

515/288-5759 

ORTHOPAEDIC  SURGERY,  SURGERY  OF 
THE  HAND 

N.  K.  PANDEYA,  D.O.,  P.C. 

1440  E.  GRAND,  SUITE  2B 
DES  MOINES  50316 
515/265-4251 

PLASTIC  SURGERY.  RECONSTRUCTIVE 
SURGERY  AND  HAND  SURGERY 

PLASTIC  SURGERY  INSTITUTE,  P.C. 

JAMES  0.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY. 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICRQVASCULAR  PLASTIC  SURGERY 

WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 

FACIAL  PLASTIC  AND 
RECONSTRUCTIVE  SURGERY 

SINESIO  MISOL,  M.D. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515/244-7272 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


UROLOGY 


A.W.  WOODWARD,  M.D. 

31 16  BROCKWAY  RD. 
WATERLOO  50702 
319/236-3435 

PRACTICE  LIMITED  TO 
UROLOGY 


October  1982  / 429 


In  The 

Public  Interest 


D.  M.  Site  For 
Health  Vote  82 


Health  care  delivery  in  Iowa  right  now 
has  about  as  many  interesting  and  di- 
verse projects  as  at  any  time  in  history. 

Des  Moines  is  the  site  of  one  this  fall.  Actual- 
ly, the  project  is  county  wide.  In  a September 
letter  to  about  200  local  recipients,  the  innova- 
tive program  was  called  "a  unique  public 
education  campaign  on  health  care  and  health 
care  cost.”  Its  name  is  Health  Vote  82. 

What  we  have  here  in  Des  Moines  is  chapter 
one  of  a national  project  called  the  ”Five  City 
Plan.”  In  this  first  chapter  the  goal  is  to  raise 
the  consciousness  and  understanding  of  Des 
Moines  citizens  about  the  health  care  they  re- 
ceive and  pay  for.  As  suggested,  the  idea  for 
the  project  emerged  a thousand  or  more  miles 
away.  It  came  out  of  the  minds  of  those  who 
form  the  Public  Agenda  Foundation  (PAF)  in 
New  York.  PAF  is  a nonprofit,  nonpartisan 
research  and  education  organization. 

Des  Moines'  Health  Vote  82  will  be  followed 
by  similar  programs  in  four  other  cities.  In  each 
instance  a single  important  topic  (only  Des 
Moines  will  deal  with  health  care)  is  to  receive 
intense  public  exposure  for  a concentrated 
period.  An  attempt  to  measure  the  growth  in 
public  understanding  will  be  undertaken.  For 
instance,  in  Des  Moines,  before  and  after  scien- 
tific polls  will  be  conducted  to  see  what  in- 
crease (if  any)  there  has  been  in  public  under- 
standing of  health  care,  as  a consequence  of 
the  educational  program. 

So,  what  will  be  happening  in  Des  Moines 
between  October  and  December?  There  will  be 
two  countywide  public  education  mailings;  the 
second  will  have  as  a part  of  it  a ballot  on  which 
a citizen  may  respond.  There  will  be  a special 
health  care  awareness  newspaper  supplement 
and  other  media  exposure.  There  will  be  as 
many  showings  as  possible  of  a specially-made 
film  depicting  Des  Moines  health  care  delivery 
and  approaches  in  use  elsewhere.  There  will 
be  organized  as  many  meetings  as  possible  of 


service,  civic,  educational,  etc.,  groups  to  pre- 
sent information  on  health  care. 

The  intent  is  not  to  advocate  change  in  the 
existing  system.  This  is  emphasized  by  Kate 
Sheaffer,  PAF  project  director  for  Health  Vote 
82.  The  desire  is  rather  to  explain  to  as  many 
citizens  as  possible  how  health  care  is  deliv- 
ered in  Des  Moines  and  what  is  being  tried  in 
other  parts  of  the  country. 

The  public  education  campaign,  says  Ms. 
Sheaffer,  bases  itself  on  what  is  well  known  — 
that  health  costs  are  rising.  What  does  this 
mean  and  what  does  it  call  for?  These  factors 
will  be  cited  (with  pros  and  cons):  (1)  costs  may 
be  high  but  quality  is  superior,  so  let  the  mar- 
ketplace operate;  (2)  alternate  approaches  are 
emerging,  in  Iowa  and  elsewhere,  e.g., 
FlMO's,  outpatient  surgical  care,  more  para- 
professional  involvement,  so  let's  experiment 
more;  and  (3)  payment  by  third-party  mecha- 
nisms has  overinsulated  patients  from  the 
monetary  aspect  of  health  care,  so  let's  have 
more  consumer  involvement  as  an  incentive  to 
conserve  dollars. 

Kickoff  events  for  Health  Vote  82  came 
September  29-30.  Now  in  process  is  a program 
to  touch  persons  all  across  the  socioeconomic 
spectrum.  Organizationally,  Health  Vote  82  has 
received  backing  from  the  now-disbanded 
Governor's  Commission  on  Health  Care  Costs 
and  from  the  new  Health  Policy  Corporation  of 
Iowa.  A local  advisory  committee  is  furnishing 
community  direction  — with  a similar  body 
also  guiding  from  the  home  base  of  the  Foun- 
dation. Leadership  locally  is  coming  from  busi- 
ness, industry,  labor,  government  and  from 
the  health  care  providers.  The  input  and  in- 
volvement of  the  Polk  County  Medical  Society 
is  included  here. 

Financing  is  substantial  for  the  brief  pro- 
gram. In  the  neighborhood  of  $350,000  is 
budgeted,  with  over  $200,000  coming  from  the 
PAF  and  the  rest  from  local  contributions. 

The  Public  Agenda  Foundation  will  prepare 
a post-campaign  report  to  tell  community  lead- 
ers what  Des  Moines  citizens  understand 
about  health  care  delivery.  The  whole  project 
seems  worthy.  So,  if  you  are  a Des  Moines 
resident,  stay  alert  in  coming  weeks  for  mate- 
rial carrying  the  Health  Vote  82  logo. 

October  1982 
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PRESIDENT'S 

PRIVILEGE 


A TIME  FOR  CONCERN 

The  competent  physician,  before  he  attempts  to  give 
medicine  to  his  patient,  makes  himself  acquainted 
not  only  with  the  disease  which  he  wishes  to  cure, 
but  also  with  the  habits  and  constitution  of  the  sick 
man.  - Marcus  Tullius  Cicero  (106-43  B.C.) 

Is  this  quotation  from  another  era  appli- 
cable today?  I think  it  is! 

As  a state  population,  we  find  ourselves  in 
the  midst  of  difficult  times.  The  extended  eco- 
nomic downturn  is  putting  a severe  strain  on 
many  of  our  fellow  Iowans.  Unemployment  is 
hitting  us  hard.  Our  dependence  on  a lagging 
farm  market  is  having  a serious  impact.  The 
loss  of  health  insurance  holds  the  potential  for 
catastrophic  hardship  for  some  people. 

As  a consequence  of  these  and  other  trou- 
bling factors,  Iowans  across  the  state  are  deep- 
ly worried  about  meeting  personal  and  family 
financial  obligations.  The  traits  of  reliance  and 
dependability  for  which  Iowans  have  gained  a 
reputation  are  being  tested  in  ways  many  of  us 
have  not  witnessed  previously. 

Characteristically,  physicians  demonstrate 
understanding  and  concern  when  well- 
intentioned  patients  come  to  explain  a 
hardship.  Now  is  most  certainly  a time  when 
we  need  to  close  ranks  around  these  character- 
istics. We  need  to  be  accessible  and  open  to 


working  out  special  arrangements  when  we 
know  a family  is  bypassing  necessary  and  im- 
portant care  because  their  resources  are  de- 
pleted. I know  offices  and  clinics  of  Iowa 
physicians  have  responded  and  are  respond- 
ing to  these  kinds  of  needs  in  various  ways.  We 
all  need  to  respond  to  legitimate  need. 

As  we  mark  the  traditional  time  of  Thanks- 
giving, join  me  in  thinking  about  the  first  and 
most  important  of  the  principles  of  medical 
ethics:  A physician  shall  be  dedicated  to  providing 
competent  medical  service  with  compassion  and  re- 
spect for  human  dignity. 

Hormoz  Rassekh,  M.D. 

President 


P.S.  Please  put  this  November  issue  in  your 
reception  area  when  you  have  read  it.  There 
are  several  articles  of  interest  to  patients  and 
others. 
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SERVING 

IOWA  PHYSICIANS 
SINCE  1955 


WE  ARE  PROUD  to  have  been  insurance  administrators  and  counselors  for 
the  Iowa  Medical  Society  since  1955.  We  count  it  a privilege  to  furnish 
assistance  to  Iowa  physicians  on  insurance  and  other  financial  matters. 


PROTECTION,  SECURITY  AND  INCOME  GROWTH  are  mutual  goals  we 
desire  for  you  and  your  family.  Among  the  coverages  we  have  available  ex- 
clusively for  IMS  member  physicians  are  these: 

• ACCIDENT/SICKNESS  DISABILITY  (2  OPTIONS) 

• OFFICE  OVERHEAD  DISABILITY 

• LIFE  INSURANCE  (SEVERAL  OPTIONS) 

• MEDICAL  INSURANCE  PLAN 

• EXCESS  MAJOR  MEDICAL 

• ACCIDENTAL  DEATH/DISMEMBERMENT 

• SPECIAL  MODIFIED  PERMANENT  LIFE  PLAN 

• FULL  INSURANCE  AND  FINANCIAL  SERVICES 


WE  WELCOME  THE  OPPORTUNITY  to  serve  you  as  a member  of  the  Iowa 
Medical  Society.  Requests  for  information  by  telephone  or  mail  will  receive 
prompt  attention. 


JOHN  A.  RENO  • BERNIE  LOWE,  JR.,  C.L.U.,  R.H.U.  • DAVID  BLACK,  C.F.P.  • HOWARD  HOGAN,  C.L.U. 


INSURANCE  ADMINISTRATORS  AND  COUNSELORS 
2600  72nd  Street,  Suite  O — Des  Moines,  Iowa  50322 
Telephone  515/278-5580  or  Toll  Free  1/800-532-1105 


Associated  since  its  beginning  in 
1 946  with  one  of  the  country's  oldest 
surgical  residencies,  Dr. 
Throckmorton  for  two  years  has  been 
its  program  coordinator  at  Iowa 
Methodist  Medical  Center.  He  is 
pictured  with  first-year  residents 
Mike  Faust  (shown  partially)  and 
Mark  Asplund  of  Bloomer, 
Wisconsin. 


A Point  of  View 

A Return 
To  the 
Marketplace 

TOM  D.  THROCKMORTON,  M.D. 

Des  Moines,  Iowa 


Let  the  marketplace  work!  It  will  measure  out  rewards! 
This  is  the  thinking  of  a senior  Des  Moines  physician. 
Capable  as  a writer  and  as  a forthright  observer,  the 
author  was  asked  by  the  JOURNAL  to  give  his  perspec- 
tive on  today's  medical  climate.  Do  you  agree? 


As  I write  these  lines  I am  alternately  filled 
with  pride,  genuinely  embarassed,  and 
in  turn  enervated  by  deep  frustration.  The 
pride  is  in  the  spectacular  advancement  of 
medical  knowledge,  techniques  and  in  the  ex- 
otic tools  made  available.  The  embarrassment 
stems  from  the  heedless,  sometimes  almost 

The  author  is  Coordinator,  Surgical  Residency,  Department  of  Surgical 
Education,  Iowa  Methodist  Medical  Center  in  Des  Moines,  Iowa. 


amoral,  activities  of  a few  of  my  colleagues 
which  reflect  badly  upon  a great  profession. 
The  deep  frustration  results  from  the  endless 
difficulties  placed  in  the  path  leading  to  an 
efficient,  high  quality  health  service.  It  is  this 
problem  I wish  to  address. 

Basically,  the  origin  of  the  problem  lies  in  the 
human  desire  to  package,  distribute  or  other- 
wise control  the  product  of  another  person. 
The  world  is  full  of  entrepreneurs,  well  inten- 
tioned  and  otherwise,  who  have  never  pro- 
duced anything  or  offered  a real  service.  Yet, 
somehow  they  consider  themselves,  with 
almost  religious  zeal,  qualified  to  assume  con- 
trol over  the  products  and  services  of  others. 
These  are  the  same  people  who  wrap  tomatoes 
(Please  turn  to  page  442) 
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A RETURN  TO  THE  MARKETPLACE 

(Continued  from  page  441) 


in  Saran  Wrap  at  the  market,  thus  doubling 
their  price  but  leaving  their  value  unaltered. 
The  dispensing  of  health  care  seems  to  have 
more  than  its  fair  share  of  these  non-pro- 
ductive parasites;  as  a group  they  comprise 
Third  Parti/  Medicine. 

You  see,  real  medicine  is  basically  a one-on- 
one  relationship  between  patient  and  physi- 
cian, expanded  on  occasion  to  include  the  in- 
terrelationship of  the  hospital.  Their  rela- 
tionships are  personal  and  exclusive.  But  then, 
the  wrappers,  packagers,  and  dispensers  came 


My  grandfather  said,  " Take  good  care  of  your  patients 
and  they'll  take  good  care  of  you."  True  words! 


on  the  scene:  (1)  insurance  programs  that  did 
not  really  operate  on  insurance  principles  but 
became  a sort  of  prepayment  gimmick;  (2)  a 
congressional  desire  to  distribute  health  like  a 
largess;  (3)  labor  unions  greedily  tucking  away 
health  care  as  a tax-sheltered  fringe  benefit;  (4) 
management  and  large  corporations  anxious  to 
pacify  their  labor  forces  with  a tax  exempt 
check;  (5)  a Federal  Government  which  is 
utterly  incapable  of  balancing  its  own  budget, 
but  which  feels  a great  humanitarian  urge  to 
protect  the  citizenry  from  cradle  to  grave. 
These  comprise  most  of  the  Third  Party  which 
has  deftly  inserted  itself  between  the  patient 
and  his  "providers,"  as  physicians  and  hospi- 
tals are  categorized  by  the  Third  Party.  (The 
Third  Party  also  dignifies  patients  as  consumers.) 

TAKE  GOOD  CARE 

My  grandfather  said,  "Take  good  care  of 
your  patients  and  they'll  take  good  care  of 
you."  True  words!  But  nowadays,  I take  care  of 
the  patient  and  a check  from  some  Third  Party 
takes  care  of  me.  The  patient  has  been  relieved 
of  his  responsibilities  and  debt  to  his  physi- 
cian. He  has  turned  these  valuable  objects  of 
barter  over  to  the  faceless  little  people  of  the 
Third  Party.  In  40  years  I have  never  received  a 
note  from  the  Third  Party  saying,  "Thank  you 
doctor,  well  done!"  Many  of  my  days  have 
been  brightened  by  such  notes  from  a thought- 
ful patient. 


The  gist  of  insurance  lies  in  spreading  the 
costs  of  unpredictable  events  over  an  exposed 
group  of  people. 

As  health  insurance  programs  were 
broadened  beyond  any  actuarial  limits  and 
allowed  to  cover  events  or  items  over  which 
the  patient  exercised  some  degree  of  control, 
the  costs  soared.  Surely  not  all  pregnancies  are 
accidents.  I suppose  the  jacking-up  of  a female 
bosom  must  relieve  an  occasional  backache, 
but  some  patient  control  can  be  exercised  over 
such  events  and  they  are  not  insurable.  Thus, 
when  health  and  accident  insurance  went 
beyond  the  fairly  standard  indemnity  policy, 
trouble  began.  This  is  prepayment,  not  insur- 
ance! 

RESPONSIBILITY  ELIMINATED 

The  patient  now  feels  little  or  no  responsibil- 
ity toward  the  payment  of  his  medical  debts. 
They  are  covered  by  a Third  Party.  The  corol- 
lary of  this  is,  of  course,  that  the  patient  feels 
no  responsibility  to  determine  whether  the 
actual  services  were  performed  or  that  the  fees 
charged  for  them  were  fair.  There  was  no  mar- 
ketplace to  tell  him.  The  Third  Party  took  care  of 
all  that  sort  of  detail.  And  so,  like  Topsy, 


No  one  ever  said  "No";  the  great  rush  was  to  cover 
anything  and  everything.  . . . The  great  rush  was  to 
price  medical  care  right  out  of  reality. 


medical  expenses  just  grew.  No  one  ever  said 
"No";  the  great  rush  was  to  cover  anything 
and  everything.  The  great  rush  was  to  sell  a 
better  plan  and  more  of  them.  The  great  rush 
was  to  price  medical  care  right  out  of  reality. 
The  responsibilities  of  the  patient  have  been 
ignored.  And  these  very  responsibilities,  at 
one  time,  were  the  pressures  which  governed 
the  marketplace. 

I say,  let  us  return  to  the  marketplace;  I say, 
let  us  return  to  a meaningful  and  responsible 
relationship  between  the  patient  and  "provid- 
er." If  there  is  to  be  an  upheaval  in  medical 
care,  let  it  be  along  these  lines: 

1.  Return  to  genuine  insurance-type  medical 
coverage  which  indemnifies  the  patient  against 
medical  costs. 

2.  Just  as  no  " full  coverage " automobile  insur- 
ance is  currently  available,  so  all  such  medical  poli- 

( Please  turn  to  page  443) 
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WHAT  YOU  CAN  DO 
TO  HELP  YOUR  DOCTOR 

HELP  YOU 


“ You  know,  doc.  I’ve  been  feeling  lousy  for  several  weeks.  No  appetite, 
no  get  up  and  go.  My  stomach’s  been  hurting  right  in  this  spot  here.’’ 

This  could  be  John  Q.  Patient,  opening  a conversation  with  his  physician 

about  anyplace  in  Iowa. 

“John,  let’s  go  over  your  record  here  and  bring  it  up  to  date.  Tell  me  a 
little  more  about  how  you’ve  been  feeling.  Can  you  describe  your 

symptoms  in  more  detail ?” 

And  this  might  be  the  physician’s  first  response. 

This  simple  exchange  establishes  an  important  partnership  between  patient 
and  physician.  It  says  clearly  that  communication  is  the  foundation  of  the 
doctor/patient  relationship.  And,  therefore,  it  needs  to  be  open  and  honest. 
This  is  just  as  valid  whether  you  are  in  contact  with  your  family  physician, 
or  if  you  are  referred  to  another  specialist. 

There  is  no  substitute  for  an  accurate  and  complete  medical  history. 
Working  with  it,  the  physician  can  apply  ever-advancing  technology.  Tests 
and  examinations  can  be  accomplished;  a diagnosis  can  be  made,  and  a 

course  of  therapy  selected. 

So,  how  can  you  best  help  your  doctor  to  help  you? 

When  you  contact  your  physician  about  health  concerns,  he  or  she 
can  do  his/her  job  best  if  you  provide  some  important  information.  On 
the  inside  pages  is  presented  what  we.  call  a Thought  Organizer . It 
mentions  two  or  three  situations  in  which  you  would  be  contacting 
your  doctor.  It  presents  some  questions  you  should  think  about  before 
you  call.  Or,  if  appropriate,  you  may  wish  to  write  down  the  answers 

and  bring  them  to  the  office. 


ANSWERS  TO  THESE  QUESTIONS  WILL  HELP  YOUR  DOCTOR 
ATTEND  TO  A PROBLEM  YOU  HAVE  DEVELOPED  RECENTLY: 


1.  What  is  your  problem  (in  as  few  words  as  possible)? 


2.  When  did  it  start? 


3.  What  did  you  first  notice? 


4.  What  have  you  done  for  it  so  far? 


5.  Do  you  have: 

Fever? 

Diarrhea? 

Fainting  or 
dizziness? 


Coughing  (Are  you  coughing  up  anything?) 


Nausea,  vomiting? 
Pain  (sharp,  dull; 
location;  constant 
or  intermittent)? 
Bleeding? 


6.  Have  you  had  this  before? 


7.  What  medications  are  you  taking?  (Bring  bottles  with  you.) 


8.  What  operations  have  you  had? 


9.  Does  this  seem  similar  to  something  someone  else  in  your  family  has  had? 


10.  Do  you  suspect  poisoning?  If  so,  what?  (Please  bring  bottle  or  container.) 


BEFORE  UNDERGOING  A ROUTINE  PHYSICAL  EXAMINATION, 
ANSWER  THE  FOLLOWING  QUESTIONS  AND  BRING  THEM  WITH 
YOU.  THEY  WILL  HELP  YOUR  PHYSICIAN  LEARN  ABOUT  YOUR 
CURRENT  HEALTH  STATUS. 

1.  Is  there  anything  that  worries  you  about  your  health? 


2.  Have  you  had  past  surgery  or  hospitalizations  your  doctor  is  not  aware  of? 


3.  Since  last  seeing  your  doctor,  have  you  had  any  serious  or  extended  illness 
(lasting  more  than  one  week)? 


4.  What  illnesses  have  you  had  in  your  family  (parents,  brothers,  sisters,  aunts, 
uncles)?  Please  specify. 

Stroke  Heart  Disease  

Diabetes  Hypertension  

Cancer  Bleeding  disorder  

Gout  Arthritis  

Alcoholism  

5.  What  about  your  personal  habits? 

Smoking:  No Yes How  much? How  long?_ 

Alcohol  intake:  None Moderate Heavy 

Work  satisfaction:  Excellent Good Poor 

Sleep  pattern:  Good Bad No.  of  hours 

Appetite:  Excellent Good Poor 

Recreation/exercise:  Regular Occasional Seldom 

6.  What  important  changes  have  occurred  in  the  past  year? 

Weight:  Gain  Loss 

Family  situation:  

Job  status:  

Home  location:  

Other:  


7.  What  medications  (either  prescribed  or  not)  are  you  taking?  Bring  them  with  you. 


8.  Have  you  been  seen  in  the  past  year  for  other  important  health  needs? 


Dental: 

Yes 

No 

Vision: 

Yes 

No. 

Hearing: 

Yes 

No 

Other: 

IF  A SUDDEN  INJURY  (TRAUMA)  OCCURS  IN  YOUR  FAMILY,  YOUR 
DOCTOR  MAY  NEED  TO  BE  REACHED  BY  TELEPHONE  QUICKLY  TO 
DETERMINE  THE  COURSE  OF  ACTION.  HE/SHE  WILL  WANT  TO 
KNOW  THE  FOLLOWING  INFORMATION: 


1.  Where  is  the  injury?  Describe  it. 


2.  How  and  when  did  it  occur? 


3.  Is  there  bleeding?  If  so,  can  you  control  it? 


4.  Is  there  a cut?  If  so,  what  is  its  length  and  does  the  wound  gap  open? 


5.  Has  there  been  any  loss  of  consciousness?  If  so,  how  long? 


6.  Is  the  injury  preventing  movement  or  causing  a loss  of  feeling  in  any  part  of  the 
body? 


7.  Is  there  evidence  of  a fracture  (deformity,  bump,  did  you  hear  a snap  or  cracking 
sound)? 


8.  Do  you  know  about  tetanus  immunization?  When  was  the  last  shot? 


MAINTAINING  YOUR  GOOD  HEALTH  IS  A PERSONAL  RESPONSIBILITY. 
YOUR  PHYSICIAN  CAN  ADVISE  YOU  ON  WHAT  TO  DO,  BUT 
PERFORMANCE  DEPENDS  ON  YOU.  HEALTH  MAINTENANCE  IS  A 
PARTNERSHIP  BETWEEN  YOU  AND  YOUR  PHYSICIAN.  HERE  ARE 
SOME  IMPORTANT  HABITS  TO  FOLLOW  TO  MAINTAIN  GOOD  HEALTH: 


1. 

Regular  meals  at  regular  times 

5. 

Immunization  maintenance 

2. 

Moderate  and  regular  exercise 

6. 

Moderate  weight 

3. 

Adequate  sleep 

7. 

Alcohol  in  moderation 

4. 

No  smoking 

8. 

Use  seat  belts 

The  content  of  this  folder  has  been  developed  by  the  Patient  Education  Committee,  Department  of  Family 
Practice,  University  of  Iowa  College  of  Medicine.  Leslie  E.  Weber,  M.D.,  is  chairman  of  this  committee. 
This  “What  You  Should  Do  to  Help  Your  Doctor  Help  You”  folder  is  part  of  the  ongoing  health  education 
program  of  the  Iowa  Medical  Society,  1001  Grand  Avenue,  West  Des  Moines,  Iowa  50265.  Additional 
copies  are  available  on  request. 
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A RETURN  TO  THE  MARKETPLACE 

(Continued  from  page  442) 


cies  should  contain  a basic  deductible  amount  — no 
"first  dollar"  coverage. 

3.  All  such  policies  should  make  room  for  the 
genuine  "medical  catastrophe."  These  are  actually 
infrequent,  but  frightening  when  they  occur. 

4.  All  such  policies  should  be  payable  to  the  pa- 
tient. If  he  or  she  wishes  to  spend  it  on  booze  or 
assign  the  benefits  to  a physician  or  hospital,  the 
right  of  decision  is  that  of  the  "consumer." 

5.  The  tax  exempt  status  of  health  plans,  as  exer- 
cised by  labor  and  management,  should  be  removed. 
The  value  of  the  policy  should  be  made  income  to  the 
recipient. 

6.  Such  policies  should  be  made  available  to  all 
welfare  recipients.  This  suggests  a return  to  charity 
on  occasion  — a fulfilling  experience  that  many 
"providers"  have  never  had. 

RESTORE  THE  MARKETPLACE 

If  health  services  are  had  through  an 
H.M.O.  or  some  similar  agency,  it  is  a simple 
matter  to  incorporate  the  above  criteria  into  the 
contracts. 

And  now,  what  is  the  planned  result  of  all 
this  health  care  upheaval?  Well,  first  and  fore- 
most, to  bring  the  patient  squarely  back  into 


the  picture  as  a genuine  “consumer,"  with  cer- 
tain very  obvious  responsibilities  for  his  own 
health  care.  But,  more  than  that,  it  restores  the 
marketplace!  For  four  decades  health  care  has 
been  outside  the  laws  which  govern  the  mar- 
ketplace; now,  these  laws  will  be  restored.  The 
competition,  now  so  sadly  lacking,  will  be  re- 
newed by  the  patient.  Costs,  fees,  the  necessi- 
ty for  hospitalization  or  certain  other  mea- 
sures, are  bound  to  be  challenged  from  time  to 
time.  Today's  physician,  who  burdens  the  rec- 
ord with  "tests"  to  avoid  malpractice,  may  find 
himself  better  avoiding  it  by  becoming  ac- 
quainted with  his  patient.  A more  genuine 
doctor/patient  relationship  is  bound  to  exist. 

Back  in  1875  there  were  seven  physicians  in 
Derby,  Iowa.  Competition  was  bitterly  keen; 
not  based  so  much  on  money  as  upon  service 
rendered.  That  form  of  competition  will  return 
tomorrow.  Life  and  my  patients  have  treated 
me  well.  Regardless  of  money  or  controls,  I 
cannot  imagine  any  more  thrilling  and  satis- 
fying business  than  solving  and  taking  care  of 
the  problems  of  the  sick.  I have  loved  it.  And,  I 
have  noticed  that  when  the  laws  of  the  market- 
place are  abused,  as  by  monopoly  or  subter- 
fuge, there  eventually  comes  along  a well  de- 
served upheaval.  And  once  again,  the  market- 
place will  measure  out  rewards.  And,  I sincere- 
ly hope  none  such  rewards  come  slickly  en- 
veloped in  Saran  Wrap. 


"WHAT  YOU  CAN  DO  TO  HELP  YOUR  DOCTOR  HELP  YOU"  SUPPLEMENT  AVAILABLE 

TO  IMS  MEMBER  PHYSICIANS  & OTHERS 

The  preceding  4-page  special  "What  You  Can  Do  To  Help  Your  Doctor  Help  You"  supplement  is  available  in  quantity 
for  additional  health  education  use.  Copies  may  be  placed  in  office  reception  areas  or  given  to  patients  in  connection 
with  an  office  visit.  Quantities  may  be  ordered  from  the  Iowa  Medical  Society  (at  $1 0 per  1 00  to  cover  printing  costs). 
The  order  form  below  is  provided  for  your  convenience  in  obtaining  additional  copies. 


PLEASE  SEND COPIES  OF  THE  "WHAT  YOU  CAN  DO  TO  HELP  YOUR  DOCTOR  HELP  YOU" 

SUPPLEMENT  TO  OUR  OFFICE. 

WE  ENCLOSE TO  COVER  THE  COST  ($10  per  100). 

NAME 

ADDRESS  
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L.  ROGER  GARNER 
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QUESTIONS 

-ANSWERS 

ROBERT  J.  CORRY,  M.D. 

Iowa  City,  Iowa 


NEW  SURGERY  HEAD 
SPEAKS  OPTIMISTICALLY 


New  as  head  of  the  Department  of  Surgery  at  the 
University  of  Iowa,  Dr.  Corry  offers  some  opinions 
about  both  today  and  tomorrow  in  the  field  where  he 
will  provide  leadership. 


The  lay  press  carries  periodic  reports  about 
too  much  surgery  being  done  across  the  coun- 
try. How  do  you  respond  to  such  comment? 

I would  say  that  more  surgery  is  being  done 
per  capita  in  the  United  States  than  in  some  of 
the  European  countries.  However,  I don't 
think  that  too  much  surgery  is  being  per- 
formed. Moreover,  I believe  that  the  patient 
has  better  access  to  surgical  care  in  this  country 
than  in  other  countries.  We  have  a more 
aggressive  approach  to  many  diseases,  i.e., 
coronary  artery  disease,  cancers  and  cerebro- 
vascular disease,  which  tends  to  improve  the 
quality  of  life  for  many  more  patients. 

Surgery  is  divided  into  many  highly  special- 
ized facets.  Is  it  your  belief  that  this  spe- 
cialization will  continue  and  intensify? 

There  is  no  question  that  specialization  will 
intensify  tremendously.  I would  envision  that 
in  the  academic  centers  specialization  would 
be  essential  for  their  vitality.  For  example,  the 
academic  institutions  must  offer  operations 
which  are  not  being  performed  in  other  centers, 
such  as  transplantation  of  all  organs,  compli- 
cated gastrointestinal  and  cardiac  surgery. 
Furthermore,  it  is  mandatory  that  the  academic 
center  be  at  the  forefront  in  developing  newer 


techniques  in  surgical  care  which  will  be  of 
service  to  the  patient  and  referring  physician. 

It  would  be  natural  for  you  to  give  high  marks 
to  the  surgical  training  at  the  U.  of  I.  Are  there 
any  measurements  to  back  this  up? 

Many  of  our  resident  graduates  have  gone 
into  practice  in  the  State  of  Iowa  where  they  are 
providing  outstanding  surgical  care  for  their 
patients.  In  addition,  we  have  produced  a few 
academic  surgeons  in  the  past  few  years  who 
have  made  major  contributions  to  academic 
surgery  and  patient  care.  For  example.  Dr.  Jeff 
Lewis,  a recent  graduate  of  our  program,  has 
the  largest  series  of  patients  with  esophageal 
varices  controlled  by  the  sclerosis  technique. 
Dr.  Cram,  the  director  of  our  Burn  Unit  and 
Emergency  Center,  has  made  major  contribu- 
tions. Dr.  Loren  Hiratzka  is  one  of  the  leading 
cardiothoracic  surgeons  in  our  department 
who  has  made  major  clinical  and  research  con- 
tributions. 

What  are  your  hopes  for  the  department  as 
you  assume  a greater  leadership  role? 

Our  major  goals  are  as  follows.  First,  we  are 
very  interested  in  providing  better  and  more 
efficient  surgical  care  for  our  patients  in  terms 
of  not  only  providing  newer  and  more  innova- 
tive types  of  procedures  for  complicated  ill- 
nesses but  in  providing  a more  efficient  and 
better  quality  of  care  for  the  more  routine 
illnesses.  We  hope  to  provide  a more  open 
system  of  communication  between  the  refer- 
ring physician  and  the  surgeon  at  University 
Hospitals.  Secondly,  we  are  very  interested  in 
developing  a scholarly  type  of  Department  of 
Surgery  where  every  individual  in  the  depart- 
ment is  not  only  carrying  out  but  developing 
newer  techniques  in  clinical  surgery.  We  are 
hopeful  that  the  basic  research  contributions 
will  continue  and  increase.  We  are  at  the  fore- 
front in  surgery  of  the  obese  patient,  pediatric 
surgery,  cerebral  aneurysm  surgery,  pituitary 
surgery,  congenital  and  adult  cardiac  surgery 
and  transplantation.  Care  of  the  patient  with 
cancer  remains  a challenge  and  we  will  hope  to 
be  at  the  forefront  in  that  area  in  terms  of  pro- 
viding better  care  and  implementing  newer  re- 
search techniques  to  patient  care.  Thirdly,  we 
hope  to  improve  the  training  program  for  our 
(Please  turn  to  page  457) 
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THINGS  YOU  SHOULD  KNOW 


SURVEY  OF  IOWANS  An  independent  survey  of  the  perceptions  of  Iowans  as  to 

~ ~ their  confidence  in  their  physicians  has  produced  favorable 

findings.  The  survey  was  undertaken  by  a highly  regarded  polling  organization  under  joint 
auspices  of  the  IMS  and  AMA.  Comparisons  of  the  responses  are  made  between  the  national  and 
Iowa  respondents.  Findings  of  the  survey  will  be  furnished  to  the  membership  in  greater  de- 
tail; they  were  disclosed  to  the  IMS  Board  of  Trustees  October  21. 


ALTERNATE  DELIVERY  MATTERS  Based  on  recent  focus  group  interviews  with  selected  Iowa 

physicians.  Blue  Cross/Blue  Shield  staff  is  recommending  to 
its  respective  boards  that  progress  be  continued  toward  developing  procedures  (contracts,  pay- 
ment methodology,  etc.)  to  allow  IPAs  in  3 areas  of  the  state.  This  further  development,  if 
approved,  is  expected  to  take  until  April,  with,  pending  final  approval,  implementation  pos- 
sible by  July  1983. 


MEDICAID  MATTERS  Proposed  changes  in  Iowa  Medicaid  will  be  presented  by  the 

chief,  Bureau  of  Medical  Services,  Iowa  Department  of  Social 
Services,  to  the  IMS  Committee  on  Public  Assistance  November  4.  Ideas  being  advanced  by  the 
DSS  include  elimination  of  on-site  physician  supervision  of  PA  service  for  reimbursement, 
direct  reimbursement  to  nurse  anesthetists,  and  a prepaid  primary  care  network  to  reimburse 
such  physicians  in  advance. 


DUES  FOR  1983  1983  dues  notices  will  be  mailed  to  member  physicians  in 

mid-November.  Dues  continue  at  the  $275  level  set  by  the 
1977  IMS  House  of  Delegates.  The  IMS  continues  to  assist  most  county  medical  societies  with 
the  administrative  aspects  of  the  dues  billing  process. 


IOWA  HOSPITAL  LICENSURE  A bill  revamping  the  Iowa  hospital  license  law  will  be  sub- 

mitted this  month  to  the  State  Board  of  Health  by  the  State 
Department  of  Health.  This  second  draft  allows  for  overriding  the  long-standing  corporate 
practice  rule  which  precludes  employment  of  physicians  to  deliver  medical  services.  The  IMS 
is  a staunch  advocate  of  maintaining  existing  Iowa  law  in  this  area  - although  the  Society  has 
taken  no  position  to  date  on  the  updating  of  the  hospital  license  law  written  in  1947. 


X-RAY  RULES  Further  revised  state  rules  covering  minimum  x-ray  training 

for  technicians  will  come  before  the  State  Board  of  Health 
in  November.  The  newest  revision  has  been  found  acceptable  to  the  IMS  and  the  Iowa  Hospital 
Association.  The  latest  version  has  sufficient  flexibility  to  meet  the  needs  of  rural  hospi- 
tals. Earliest  possible  effective  date  is  1/1/83. 


IMS  LEGISLATIVE  COMMITTEE  The  Society's  Legislative  Committee  will  confer  December  1 

to  review  proposals  likely  to  come  before  the  1983  General 
Assembly  and  to  set  IMS  priorities  for  the  coming  session. 


IMS/AETNA  ANNUAL  REPORT  Aetna  representatives  indicated  satisfaction  with  the  six- 

year  growth  of  the  IMS/Aetna  Liability  Insurance  Program 
during  presentation  of  the  1982  annual  report  October  27  to  the  Society's  Medico-Legal  Com- 
mittee. The  number  of  IMS/Aetna  insureds  is  expected  to  pass  the  1,300  level  in  1983.  Pre- 
mium information  for  1983  will  appear  in  the  November  IMS  UPDATE. 

MEMBERS  SERVICES  Expanded  benefits  options  under  the  IMS  Statewide  Physicians 

Health  Program  will  be  considered  in  November  at  a meeting 
of  the  IMS  Committee  on  Member  Services. 


CME 

CREDIT 


Treatment  of  Alleged  Sexual  Abuse: 
A Multi-Hospital  Study 


RICHARD  M.  CAPLAN,  M.D., 
CHARLES  DRISCOLL,  M.D.,  and 
JENNIFER  COFER,  M.A.,  R.R.A. 


During  1979,  as  a part  of  a 
commitment  to  participate 
in  various  statewide  patient  care 
evaluation  studies,  9 Iowa  hos- 
pitals studied  their  emergency 
room  care  for  patients  present- 
ing because  of  alleged  sexual 
abuse.  The  total  number  of  beds 
in  the  9 participating  hospitals 
was  3,084,  with  an  average  of 
343.  The  statewide  study  was 
conducted  by  the  Iowa  Founda- 
tion for  Medical  Care,  serving  as 
Iowa's  Professional  Standards 
Review  Organization  (PSRO). 

The  objectives  of  the  study 
were: 

1)  to  assure  that  hospitals  are 
properly  prepared  to  treat  sexually 
abused  patients, 


The  physician  authors  are  members  of  the 
Continuing  Medical  Education  Committee  of 
the  Iowa  Foundation  for  Medical  Care.  Appre- 
ciation is  extended  to  these  other  members  of 
the  IFMC  committee:  Stanley  Greenwald, 
M.D.,  Francis  L.  Pisney,  M.D.,  Ronald  Reider, 
M.D.,  Harold  Van  Hofwegen,  M.D.,  and 
Michael  J.  Richards,  M.D. 


This  is  the  fifth  in  a series  of  Continued 
Education/Shared  Study  Reports.  It  is 
based  on  patients  presenting  because 
of  alleged  sexual  abuse  in  9 Iowa  hos- 
pitals. Problems  identified  include  the 
absence  of  written  protocols;  limited 
documentation  of  the  circumstances; 
inadequate  collection  of  laboratory 
evidence,  and  insufficent  counseling 
about  venereal  disease  or  pregnancy. 

You  will  find  a special  two-page  insert 
with  this  report.  It  is  an  8-question 
quiz.  By  completing  and  mailing  it  with 
$3  to  the  Iowa  Foundation  for  Medical 
Care  you  may  earn  one  credit  hour  in 
Category  1 for  the  Physician's  Recog- 
nition Award  of  the  American  Medical 
Association.  The  quiz  will  be  evalu- 
ated and  returned  to  you  with  ap- 
propriate comments. 

This  education  project  is  a joint  service 
of  the  Foundation,  University  of  Iowa 
College  of  Medicine  and  the  Iowa 
Medical  Society. 


2)  to  assure  appropriate  docu- 
mentation of  treatment  given  to  pa- 
tients in  the  emergency  room,  and 

3)  to  assure  proper  collection  of 
evidence  for  legal  proceedings. 

All  patients,  of  either  sex  and 
any  age,  treated  for  alleged  sex- 
ual abuse  in  an  emergency  de- 
partment were  studied,  whether 
they  were  admitted  to  the  hos- 
pital or  not.  The  study  period 
was  January  1,  1978,  to  Decem- 
ber 31,  1978,  or  the  first  25  such 
patients  treated  at  each  partici- 
pating hospital  during  that  time. 
Only  one  hospital  reported  as 
many  as  25  patients. 

STUDY  POPULATION 

The  study  reported  the  care  of 
94  patients,  2 of  whom  were 
male.  The  patients  (age  range  4 
to  85)  were  cared  for  by  53  physi- 
cians. In  addition  to  assessing 

(Please  turn  to  page  450) 
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the  physicians'  involvement  in 
patient  care,  nonphysician  par- 
ticipation in  this  study  included 
nursing  service  (7  instances),  so- 
cial service  (3  instances),  and 
laboratory  (5  instances).  Various 
problems  were  found  in  all  9 
hospitals,  and  appropriate  cor- 
rective action  was  initiated.  For 
hospitals  not  participating  in 
this  study,  a review  of  this  re- 
port should  be  useful  in  efforts 
to  improve  the  quality  of  care 
provided  to  sexually  abused  pa- 
tients. 
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Criterion  No.  1 — Written  Protocol 

This  criterion  specified  that  a 
patient  coming  to  the  emergen- 
cy department  following  an 
alleged  sexual  abuse  should  re- 
ceive treatment  in  accordance  with 
the  hospital's  written  protocol.  (The 
Joint  Commission  on  Accreditation 
of  Hospitals  now  requires  such  a 
written  protocol  as  a condition  of 
accreditation.)  Obviously,  this 
criterion  is  to  assure  that  hospi- 
tal emergency  rooms  indeed 
have  written  protocols  to  guide 
treatment  for  patients  in  this 
category.  A written  protocol  is 
especially  valuable  in  dealing 
with  those  relatively  infrequent 
events  that  tend  to  be  laden  to 
an  unusual  degree  with  emo- 
tional overtones  and  legal  re- 
quirements. Among  the  9 hos- 
pitals, 3 did  not  have  written 
protocols.  They  have  since  taken 
action  to  provide  protocols. 

Criterion  No.  2 — Documentation 

This  criterion  seeks  to  insure 
documentation  of  a variety  of 
important  matters  as  follows: 

A.  Informed  consent  is  obtained 
to  perform  the  examination  and  pro- 
vide treatment . There  were  27 


variations.  Five  variations  were 
justified  (mainly  indicating  in- 
formed consent  was  obtained 
from  appropriate  legal  substi- 
tutes), leaving  6 hospitals  with 
22  deficiencies  (23%  of  the  pa- 
tients!). 

B.  If  the  patient  consents,  the 
police  are  notified.  Twelve  varia- 
tions occurred,  and  8 deficien- 
cies were  identified  in  2 hospi- 
tals, all  arising  from  the  lack  of 
documentation  about  any  action 
on  this  point.  Corrective  action 
involved  developing  an  ap- 
proved protocol  with  an  appro- 
priate record  form. 

C.  The  history  is  recorded  in  the 
chart  in  the  patient's  words  and  in 
the  presence  of  a chaperone-witness. 
Fifty-eight  variations  were 
found  to  include  38  deficiencies 
(40%  of  the  patients)  in  5 hospi- 
tals. These  related  to  inadequate 
description  of  the  assailant,  time 
of  attack,  whether  orgasm  or 
ejaculation  was  known  to  have 
occurred,  and  whether  or  not  a 
condom  was  used.  All  these 
considerations  should  be  part  of 
an  appropiate  protocol  and 
should  be  present  in  the  record. 
The  medical  and  legal  reasons 
for  such  information  are  ob- 
vious. Corrective  action  was 
taken  appropriately,  largely  cen- 
tered on  staff  education  and  de- 
veloping a satisfactory  protocol 
with  its  related  forms. 

D.  The  physical  examination  is  to 
be  recorded  with  indication  that  it 
has  been  made  in  the  presence  of  a 
chaperone-witness.  The  examina- 
tion was  to  include  both  a gener- 
al and  genital  examination  with 
detailed  description  of  the  find- 
ings. Thirteen  variations  were 
found,  7 of  which  were  termed 
deficiencies  — either  incomplete 
examination  or  lack  of  comment. 
Corrective  action  was  initiated 
in  the  four  hospitals  involved. 

E.  Clothing  is  to  be  saved  so  that 
it  can  be  labeled  and  personally 


turned  over  to  police  in  return  for  a 
detailed  receipt.  Forty-seven 
variations  occurred,  but  30  of 
them  were  justified  by  virtue  of 
clothing  not  being  brought  to 
the  hospital  with  the  patient, 
either  because  the  patient 
changed  clothing  before  coming 
to  the  hospital  or  because  the 
clothing  had  been  washed  or 
burned.  Seventeen  identified 
deficiencies  occurred  among  7 
hospitals,  and  corrective  action 
was  taken  through  protocol  im- 
plementation and  staff  educa- 
tion. 

F.  Specimens  are  taken  for  labora- 
tory examination  and  should  have 
included  hair  combed  and  cut  from 
the  pubic  area,  a specimen  of  vaginal 
fluid,  gonococcal  culture  from  cer- 
vix, nose  or  mouth  (unfortunately, 
rectum  was  omitted  from  the  distrib- 
uted instructions),  debris  from  be- 
neath the  fingernails,  dried  secre- 
tions scraped  from  skin  and  hair, 
blood  for  serological  examination 
and  urinalysis  for  pregnancy  test. 

The  number  of  variations  was 
71.  The  37  deficiencies  involved 
both  failure  of  documentation 
and  performance  in  5 hospitals. 
The  potential  that  39%  of  possi- 
ble legal  cases  would  have  in- 
adequate evidence  is  clearly  a 
serious  problem.  Corrective  ef- 
forts were  begun  in  the  5 hospi- 
tals through  protocol  imple- 
mentation and  staff  education. 

G.  After  laboratory  specimens 
have  been  collected,  prophylactic 
treatment  is  to  be  offered  and  preg- 
nancy prevention  discussed,  if 
appropriate.  If  prophylactic  treat- 
ment is  given  it  should  consist  of 
4.8  million  units  of  aqueous  pro- 
caine penicillin  intramuscularly 
along  with  one  gm  of  oral  pro- 
benemid;  or  tetracycline,  500  mg 
by  mouth  4 times  daily  for  5 
days;  or  ampicillin  3.5  gm  orally 
in  one  dose  along  with  one  gram 
of  oral  probenemid;  or  specti- 
nomycin  hydrochloride,  2 gm 
intramuscularly  in  one  dose.  A 
total  of  60  variations  disclosed  42 
deficiencies.  To  be  45%  deficient 
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TREATMENT  OF  ALLEGED 
SEXUAL  ABUSE 

Continuing  Medical  Education  Credit  Quiz 


This  learning  experience  is  intended  for  all  Iowa  physicians.  When  the  learner  has  read  the  preceding  article,  he/she  will  have  basic 
information  on  the  treatment  of  alleged  sexual  abuse. 


One  hour  of  continuing  medical  education  credit  (AMA  Category  I)  is  offered  to  those  who  read  this  article  and  answer  the  questions. 
Please  answer  the  questions  and  submit  them  with  the  information  requested.  Simply  (1)  check  the  correct  answers;  (2)  enter  the 
information  requested;  (3)  remove  this  page  from  the  journal;  (4)  prepare  a check  for  $3  to  cover  administrative  costs  and  make 
payable  to  the  University  of  Iowa;  and  (5)  mail  the  quiz  and  check  to  the  Iowa  Foundation  for  Medical  Care,  Colony  Park,  Suite  500, 
3737  Woodland  Avenue,  West  Des  Moines,  Iowa  50265.  You  will  be  provided  a report  on  your  quiz  and  a confirmation  of  the  CME 
credit. 


As  an  organization  accredited  for  continuing  medical  education  by  the  Accreditation  Council  for  Continuing  Medical  Education,  the 
University  of  Iowa  College  of  Medicine  designates  this  CME  activity  as  meeting  the  criteria  for  one  credit  hour  in  Category  I for 
education  materials  for  the  Physician's  Recognition  Award  of  the  American  Medical  Association  provided  it  has  been  completed 
according  to  the  instructions. 


PLEASE  ANSWER  THE  FOLLOWING  QUESTIONS  (Choose  the  one  best  answer) 

1.  Sexual  abuse  of  persons  below  age  14  is  uncommon. 

□ A.  True 

□ B.  False 

2.  To  conform  with  the  law  on  child  abuse,  a report  should  be  made  to  the  Department  of  Social  Services 
if  the  patient  (of  either  sex)  is  under  age  14. 

□ A.  True 

□ B.  False 

3.  Inadequate  documentation  is  a more  serious  deficiency  in  alleged  sexual  abuse  than  in  many  other 
medical  problems  because  of  the  serious  legal  implications  for  the  accused  and  the  accuser. 

□ A.  True 

□ B.  False 

4.  A written  protocol  should  be  readily  available  at  the  hospital  and  followed  scrupulously. 

□ A.  True 

□ B.  False 


5.  The  recorded  history  should  avoid  use  of  the  patient's  own  words. 

□ A.  True 

□ B.  False 

6.  The  entire  interview  and  examination  of  the  patient  should  be  done  in  the  presence  of  a witness. 

□ A.  True 

□ B.  False 

7.  Which  of  the  following  specimens  should  be  obtained? 

□ A.  Hair  combed  and  cut  from  pubic  area 

□ B.  Vaginal  fluid 

□ C.  Cultures  for  gonococci  (cervix,  rectum,  nose,  mouth) 

□ D.  Debris  from  beneath  fingernails 

□ E.  Any  dried  secretions 

□ F.  Urine  for  pregnancy  test  (in  women  of  child-bearing  age) 

□ G.  All  of  the  above 

8.  Prophylactic  treatment  for  venereal  infection  should  be  offered,  and  the  regimen  to  be  preferred  is 
(choose  the  best  answer): 

□ A.  4.8  million  units  of  aqueous  penicillin  I.M.  with  1 gram  of  oral  probenemid 

□ B.  Tetracycline,  500  mg.  orally  qid  for  5 days 

□ C.  Ampicillin,  3.5  grams  orally  as  a single  dose  along  with  1 gram  of  oral  probenemid 

□ D.  Spectinomycin  hydrochloride,  2 grams  I.M.  as  a single  dose 

□ E.  All  of  the  above 


PLEASE  DO  THE  FOLLOWING  IN  ORDER  TO  RECEIVE  CREDIT: 

1.  Be  sure  your  answers  are  indicated  in  the  boxes  provided. 

2.  Remove  this  page  from  the  journal. 

3.  Make  a check  for  $3  payable  to  the  University  of  Iowa  to  cover  administrative  costs. 

4.  Insert  the  information  requested  below. 

5.  Mail  this  page  and  check  to  Iowa  Foundation  for  Medical  Care,  Colony  Park,  Suite  500, 
3737  Woodland  Avenue,  West  Des  Moines,  Iowa  50265. 
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SOCIAL  SECURITY  NUMBER 
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clearly  indicates  the  medical 
staffs  did  not  have  the  risk  of 
venereal  infection  sufficiently  in 
mind.  The  5 hospitals  in  which 
deficiencies  occurred  instituted 
corrective  action  through  staff 
education,  protocol  update,  and 
use  of  examination  forms. 

H.  A report  is  to  be  made  to  the 
social  services  department  concern- 
ing patients  less  than  14  years  old. 
Seventeen  variations  that  in- 
cluded 15  deficiencies  were 
identified  by  the  local  review 
committees  of  5 hospitals.  Ac- 
tion was  taken  to  establish  and 
follow  protocol  procedures. 

Criterion  No.  3 — Support  and 
Counseling 

Criterion  three  specifies  that 
emotional  support  and  counsel- 
ing should  be  offered  early  in 
the  treatment  process  to  the  pa- 
tients and/or  significant  others. 
A total  of  42  variations  included 
40  deficiencies  in  8 hospitals, 
most  of  which  were  due  to  lack 
of  any  recorded  comment  con- 
cerning this  criterion. 

DISCUSSION 

Many  of  the  problems  in  this 
study  were  of  the  kind  custom- 
arily found  in  our  statewide 
studies.  For  example,  not  all  re- 
cords personnel  and  certainly 
not  all  hospital  audit  committees 
yet  understand  the  basic  lan- 
guage and  logic  of  performing 
medical  audit.  As  a result,  we 
find  the  various  terms  (varia- 
tions, justifications,  and  de- 
ficiencies) applied  in  highly  vari- 
able fashion  among  the  local  re- 
view committees.  This  makes  it 
difficult  to  prepare  a statewide 


compilation.  Also,  physicians 
and  other  personnel  fail  to  per- 
form all  of  the  appropriate  ac- 
tion steps,  and  they  correspond- 
ingly fail  at  times  to  make  neces- 
sary entries  into  the  records.  As 
always  in  a record  audit,  there  is 
no  way  to  distinguish  whether 
absent  entries  represent  failure 
to  perform  or  only  failure  to 
document. 

But  apart  from  the  generic 
problems  of  statewide  audits, 
there  were  specific  problems  of 
large  dimensions,  namely,  (1) 
lack  of  a written  protocol  in  one- 
third  of  the  hospitals,  (2)  in- 
adequate documentation  of  his- 
tory in  40%  of  the  patients,  (3) 
laboratory  evidence  not  proper- 
ly collected  in  39%,  and  (4)  45% 
of  the  patients  receiving  insuffi- 
cient care  or  counseling  regard- 
ing the  possibilities  of  venereal 
infection  or  pregnancy.  Such  a 
level  of  problems  was  found  in 
relatively  large  hospitals  with 
JCAH  accreditation;  one  can 
only  speculate  what  magnitude 
of  problems  might  there  be  in 
smaller  or  unaccredited  institu- 
tions. 

Halbert  and  Jones* 1  have  pub- 
lished a fine  description  of  the 
care  to  provide  and  the  proce- 
dure to  follow  in  cases  of  alleged 
sexual  abuse.  They  emphasize, 
because  it  is  generally  the  most 
needed,  the  care  of  the  female 
victim  abused  by  the  male. 
Although  the  reported  number 
of  abused  males  is  far  less  (2%  in 
this  series),  the  problem  exists 
and  warrants  corresponding 
diligence  and  sensitivity  as  de- 
scribed recently  by  Josephson.2 

Sexual  abuse  has  been  in- 
creasingly recognized  among 
the  manifestations  of  the  broad 


problem  of  child  and  spouse 
abuse.  Among  the  94  patients 
studied  here,  40  (43%)  were 
under  14  years  of  age.  Orr3  has 
emphasized  that  seeking  help 
for  intrafamilial  childhood  sex- 
ual abuse  is  often  forsaken  by 
the  family  (usually  the  mother) 
in  an  attempt  to  maintain  stabil- 
ity in  an  already  shaky  family 
structure.  He  says,  “It  is  impera- 
tive that  one  understand  the  re- 
sistance that  is  frequently  en- 
countered in  treating  these  fami- 
lies and  not  be  misled  into 
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underestimating  the  severity  of 
the  familial  disturbance.” 
Because  of  the  particular  emo- 
tional, social  and  legal  complex- 
ities of  alleged  sexual  abuse,  all 
hospitals  must  have  written  pro- 
tocols available  in  emergency 
rooms.  Health  personnel  must 
make  sure  that  for  each  patient 
presenting  with  this  complaint 
all  the  items  in  the  protocol  are 
accomplished  and  appropriate 
entries  are  made  into  the  record. 
It  is  gratifying  that  participating 
hospitals  have  taken  appropri- 
ate action  to  introduce  suitable 
protocols,  fortify  their  use,  or 
both. 
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“How  am  I 
supposed  to  control 
health  care  costs 
if  you  can’t?” 


■ The  answer  is  simple.  You  can’t.  At  least,  not 
alone.  Neither  can  we.  Alone. 

The  answer  lies  in  cooperative  involvement. 

That’s  why  we’ve  helped  establish  — or  in  many 
cases  helped  fund  — several  groups  whose  objectives  are 
to  improve  Iowa’s  health  care  delivery  system,  and  find 
ways  to  provide  quality  health  care  at  an  affordable  cost. 

These  groups  include  the  Governor’s  Commission 
on  Health  Care,  Iowa  Business  Labor  Coalition,  Iowa 
Voluntary  Cost  Containment  Committee,  Health  Policy 
Corporation  of  Iowa,  and  others. 

We  continue  to  pursue  cost  containment  efforts  with 
the  Iowa  Medical  Society,  the  Iowa  Hospital  Association, 
and  other  groups. 

You  can  help,  too.  By  using  Iowa’s  health  care  system 
as  wisely  as  possible. 

That  means  utilizing  outpatient  services  whenever 
medically  appropriate. 

It  means  getting  involved  in  local  community  health 
planning  efforts. 

And  it  means  taking  better  care  of  yourself. 

Working  together,  we  can  have  an  impact  on  the  cost  of 
health  care  in  Iowa. 

But  it  won’t  happen  overnight.  And  it  won’t  be  easy. 
Because  changing  habits  never  is. 

To  learn  what  more  we’re  doing  to  control  costs  — 
and  what  more  you  can  do  — talk  to  Blue  Cross  and  Blue 
Shield  of  Iowa  soon. 


Blue  Cross 
Blue  Shield 

of  Iowa 

Des  Moines/Sioux  City 
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Iowa  Hospice  Programs: 
Expanding  the  Physician's  Impact 


MARILYN  W.  STORY,  Ph.D. 
University  of  Northern  Iowa 
Cedar  Falls,  Iowa 


Hospice  services  now  emanate  in  Iowa  from  1 1 different 
points.  At  least  1 7 others  are  in  different  developmental 
stages.  The  goal  of  good  liaison  with  Iowa  physicians  is 
stressed  in  this  summary  report. 


Hospices  provide  pallitive  and  supportive 
care  for  terminally  ill  patients  and  their 
families  during  terminal  illness  and  the  follow- 
ing period  of  bereavement.  A medically  super- 
vised, hospice  trained  interdisciplinary  team  of 
professionals  and  volunteers  is  available  to 
provide  services  24-hours-a-day,  7-days-a- 
week.  In  a comprehensive  hospice  program, 
services  are  available  in  both  the  home  and  an 
inpatient  setting.  Emphasis  is  placed  on  symp- 
tom control  and  support  before  and  after  death 
to  help  ease  the  physical,  psychological,  social 
and  spiritual  discomforts  attendant  to  terminal 
illness  and  death. 

While  hospice  care  for  the  terminally  ill  has 
been  widely  used  in  the  United  Kingdom  for 
over  100  years,  the  first  United  States  hospice 
was  formed  in  1971  at  New  Haven,  Connecti- 


The  author  is  vice  president  of  the  Iowa  Hospice  Organization  and  is  an 
associate  professor  in  the  Department  of  Home  Economics  at  the  Uni- 
versity of  Northern  Iowa. 


cut.  It  began  providing  care  to  patients  and 
their  families  in  March,  1974.  The  United 
States  hospice  movement  has  grown  rapidly 
since  1974,  and  now  reaches  every  state.  Dr. 
Josefina  Magno,  executive  director.  National 
Hospice  Organization,  calls  500  a conservative 
number  for  U.S.  hospice  programs  either 
already  established  or  being  developed.1  Iowa 
has  11  hospices  providing  services  and  at  least 
17  others  in  development  (See  Tables  1 and  2 
for  names  and  addresses  of  Iowa  hospice 
groups). 

MEDICAL  CARE  IN  HOSPICE 

Hospice  is  a medically  supervised  program 
which  supports  physicians  as  well  as  patients 
and  their  families.  Hospice  leaders  want  the 
family  physician  to  continue  as  the  primary 
doctor  when  the  patient  enters  hospice  care. 
This  provides  continuity  of  care  for  the  patient 
and  family  and  lessens  the  fear  of  either  being 
deserted  or  not  understood  in  the  terminal  ill- 
ness. 

For  the  physician,  hospice  care  should  not 
be  seen  as  an  alternative  to  established  medical 
practice,  but  as  an  addition  that  widens  the 
therapeutic  approach  and  improves  the  total 
success  in  helping  the  patient  and  family.  The 
hospice  medical  director  does  not  replace  the 
primary  physician.  He/she  rather  aids  him/her 
by  being  on  24  hour  call,  and  by  participating 
in  weekly  staffing  meetings  of  the  interdisci- 
plinary patient  care  team.  This  way  informa- 
tion can  be  relayed  between  the  team  and  the 
primary  physician,  with  the  hospice  medical 
director  serving  as  a resource  specialist  in  pain 
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and  symptom  control  for  the  primary  physi- 
cian. Similarly,  the  interdisciplinary  hospice 
team  can  function  as  an  extension  of  the  physi- 
cian in  carrying  out  good  holistic  medical 
care  for  the  terminally  ill. 

Dying  patients  and  their  families  fear  pain, 
which  includes  not  only  physical  pain,  but  also 
mental,  financial,  interpersonal,  social  and 
spiritual  pain.  They  also  fear  physical  and 
psychological  isolation  and  lack  of  personal 
control  in  many  aspects  of  their  lives.  A trained 
hospice  team  of  nursing,  social  services,  pas- 
toral counseling  and  volunteer  personnel  is  a 
valuable  aid  in  treating  the  patient  in  relation 
to  his/her  total  environment.  When  terminally 
ill  patients  receive  such  holistic  care,  they  are 
less  anxious  and  require  smaller  quantities  of 


TABLE  1 

PROVIDERS  OF  HOSPICE  SERVICES 
IN  IOWA 


AMES 

Ames  Visiting  Nurse  Service 
Mary  Greeley  Hospital 
Ames,  Iowa  50010 

BOONE 

Boone  County  Hospice 
Rt.  1 , Box  206 
Ogden,  Iowa  50212 

CEDAR  RAPIDS 

Hospice  of  Mercy 
Mercy  Hospital 
701  10th  Street,  S.E. 
Cedar  Rapids,  Iowa  52403 

CRESTON 

Green  Valley  Hospice 
808  W.  Adams 
Creston,  Iowa  50801 

DAVENPORT 

Hospice  Care  Group,  Inc. 
St.  Luke's  Hospital 
1 227  E.  Rusholme 
Davenport,  Iowa  52803 

DES  MOINES 

Hospice  of  Central  Iowa 
4211  Grand  Avenue 
Des  Moines,  Iowa  50312 

GRINNELL 

Grinnell  Hospice 
Grinnell  General  Hospital 
4th  and  Reed 
Grinnell,  Iowa  50112 

IOWA  CITY 

Iowa  City  Hospice 
1 1 7 Glen  Drive 
Iowa  City,  Iowa  52240 

OSKALOOSA 

Hospice  of  Mahaska  County 
510  4th  Avenue,  E. 
Oskaloosa,  Iowa  52577 

SIOUX  CITY 

Marian  Health  Center 
St.  Joseph  Unit 

2101  Court  Street,  P.O.  Box  3168 
Sioux  City,  Iowa  51104 

WATERLOO 

Cedar  Valley  Hospice 
Schoitz  Memorial  Hospital 
Kimball  and  Ridgeway 
Waterloo,  Iowa  50701 

analgesics  for  pain  control.  Studies  at  St. 
Joseph's  Hospice  in  London  and  Royal  Victoria 
Hospital  Hospice  in  Montreal  both  found  that 
hospice  patients  obtained  significantly  more 
pain  relief  from  the  same  amount  of  analgesics 
than  did  similarly  diagnosed  patients  in  hos- 
pital acute  care  units. 

The  National  Hospice  Organization  lists  as 
its  first  Standard  of  Care  "appropriate  therapy 
is  the  goal  of  hospice  care."2  Hospice  sees 
appropriate  medical  care  as  always  a blend  of 
curative  and  palliative  therapy.  Its  medical  care 
strives  for  the  greatest  degree  of  relief  from 
distress  caused  by  disease  for  the  longest 
period  of  time  with  the  least  number  of  dis- 
tressing therapy-related  side  effects. 

The  physician  must  weigh  the  relative  value 
of  1)  the  benefits  from  curative  therapy;  2)  the 
toxicities  of  that  therapy,  and  3)  the  risks  of  not 
treating  the  disease  directly.  If  cure-oriented 
therapy  has  a higher  risk  of  causing  physical, 
psychological,  social  or  spiritual  distress  than 
of  inducing  a state  of  disease  remission  or  con- 
trol, the  patient  deserves  the  option  of  pallia- 
tive care.  Thus,  the  hospice  concept  never 
means  cessation  of  medical  care  but  rather  the 
consideration  of  care  alternatives  to  fully  maxi- 
mize the  quality  of  time  left  to  the  patient, 
rather  than  merely  postpone  death. 

INFORMED  CONSENT 

Under  the  legal  doctrine  of  "informed  con- 
sent," physicians  have  the  same  duty  to  dis- 
cuss the  prognosis  and  treatment  alternatives 
with  a dying  patient  as  with  a non-terminal 
patient.  Both  patients  have  the  same  right  to 
accept  or  reject  treatment,  and  the  physician  is 
liable  for  failure  to  make  proper  disclosure. 
Legal  confrontations  can  be  avoided  by  open 
discussion  among  the  physician,  patient  and 
family.  While  most  physicians  believe  they 
have  such  communication,  terminally  ill  pa- 
tients and  their  families  often  do  not  remember 
an  explanation  of  the  diagnosis  or  treatment 
options.  This  disparity  may  occur  because  the 
patient  and  family  are  not  ready  to  hear  the 
information,  do  not  understand  the  physician 
and  are  afraid  to  ask  questions,  or  a variety  of 
other  reasons.  A trained  hospice  team  member 
speaking  with  the  patient  and  family  can  help 
the  physician  to  know  if  his  communication  is 
understood  and  help  the  patient  and  family 
understand  the  facts  as  reported  by  the  physi- 
cian. (Please  turn  to  page  455) 
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TABLE  2 

DEVELOPING  HOSPICES  IN  IOWA 


CLINTON 

Agnes  Edwards 

Jane  Lamb  Memorial  Hospital 

638  S.  Bluff  Blvd. 

Clinton,  Iowa  52732 

DUBUQUE 

Dubuque  Hospice  Group 
3170  Asbury  Road 
Dubuque,  Iowa  52001 

ESTHERVILLE 

Meriam  Lemons 
Holy  Family  Hospital 
Estherville,  Iowa  51334 

FORT  DODGE 

Marie  Miller,  R.N. 

Trinity  Regional  Hospital 
Fort  Dodge,  Iowa  50501 

HAMPTON 

Jennie  Terrill 
Franklin  County  Hospice 
Rural  Route 
Hampton,  Iowa  50441 

LAKE  CITY 

Virginia  Curry,  R.N. 

Stewart  Memorial  Comm.  Hospital 
1200  W.  Monroe 
Lake  City,  Iowa  51449 

LAUREL 

Dorothy  J.  Nuese 
Box  22 

Laurel,  Iowa  50141 

AAARSHALLTOWN 

Elizabeth  Weitzel 
Marshalltown  Community  Hospice 
Planning  Group 
1604  S.  5th  Street 
Marshalltown,  Iowa  50158 

MASON  CITY 

Hospice  of  Mason  City 
North  Iowa  Medical  Center 
910  N.  Eisenhower 
Mason  City,  Iowa  50401 

MUSCATINE 

Patty  Tyson 

Muscatine  General  Hospital 
Muscatine,  Iowa  52761 

OGDEN 

Linda  Carlson 
OR 

Sheryle  E.  Lester 
432  S.E.  2nd 
Ogden,  Iowa  50212 

OTTUMWA 

Judy  N.  Mason 
259  E.  Golf  Avenue 
Ottumwa,  Iowa  52501 

PELLA 

Pat  Van  Zante 
1014  W.  3rd 
Pella,  Iowa  50219 

PERRY 

Laurine  1.  Natalie 
2510  N.  First 
Perry,  Iowa  50220 

REDFIELD 

Kay  Wahlert 
Redfield,  Iowa  50233 

SHENANDOAH 

Shirley  Moles 
Pioneer  Hospice 
Rt.  1,  Box  192 
Shenandoah,  Iowa  51601 

WEBSTER  CITY 

Hospice  of  Care 
of  Hamilton  County 
Box  317 

Webster  City,  Iowa  50595 

The  Iowa  Hospice  Organization  began  in 
April,  1981,  and  officially  elected  a board  of 
directors  in  October,  1981.  The  board  includes 
Donald  Bomkamp,  M.D.,  of  Cedar  Rapids, 
and  Wendell  Stone,  a former  member  of  the 
Iowa  Medical  Society  administrative  staff. 

The  new  organization  hopes  to  develop 
understanding  and  support  of  the  hospice  con- 
cept among  health  care  professions  and  the 
general  public.  It  wishes  to  be  a state  resource/ 
research  center  and  give  information  and  tech- 
nical assistance  to  hospice  groups  throughout 
Iowa.  To  help  accomplish  these  purposes,  the 
Iowa  Hospice  Organization  is  publishing  a 
periodic  newsletter  for  members  and  others 
interested  in  Iowa  hospice  programs.  To  pro- 
mote high  quality  hospice  care  in  the  state,  the 
organization  has  adopted  Hospice  Provider 
Membership  Standards  which  Iowa  hospices 
must  meet  by  April  1,  1983,  in  order  to  be  Iowa 
Hospice  Organization  provider  members.  The 
Iowa  Hospice  Organization  also  monitors/re- 
sponds to  hospice-relevant  health  care  legisla- 
tion/regulation and  ensures  representation 
and  input  of  Iowa  hospice  providers  to  the 
National  Hospice  Organization.  This  national 
organization  recently  formed  an  Organization 
of  Hospice  Physicians  for  peer  support  and 
professional  upgrading  of  its  members. 

Another  important  purpose  of  the  Iowa 
Hospice  Organization  is  to  sponsor  state  edu- 
cational meetings.  To  date,  programs  have 
been  held  in  April  and  October,  1981  and 
April,  1982.  All  programs  have  offered  CME 
credits  and  featured  a variety  of  resource  peo- 
ple, including  Richard  Lamerton,  M.D.,  direc- 
tor of  St.  Joseph's  Hospice  in  London,  and 
William  Lamers,  M.D. , a founder  of  Hospice  of 
Marin  in  California  and  currently  director  of 
the  hospice  in  Calgary.  The  Iowa  Hospice 
Organization  hopes  to  be  a source  of  informa- 
tion and  support  for  all  Iowa  physicians  in- 
volved in  holistic  care  of  the  terminally  ill.  If 
you  have  questions,  or  wish  more  information 
on  Iowa  Hospice  Programs,  please  contact  the 
hospice  in  your  area  or  Dr.  Marilyn  Story,  vice 
president,  Iowa  Hospice  Organization,  205 
Loma  Street,  Waterloo,  Iowa  50701, 
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Oral  Contraceptives 
And  Reproductive  Organ 

Cancer  Risk 


ELAINE  M.  SMITH,  Ph.D.,  and 
MICHAEL  P.  CORDER,  M.D. 
Iowa  City,  Iowa 


This  summary  indicates  use  of  oral  contraceptives  offers 
a reduced  likelihood  of  development  of  ovarian  and 
endometrial  cancer.  The  findings  on  which  this  is  based 
were  drawn  in  part  from  the  Iowa  SEER  ( Surveillance , 
Epidemiology  and  End  Results ) Program. 


An  eight  geographic  region  study  em- 
. ploying  population-based  cancer  reg- 
isteries  across  the  United  States  identified 
women,  aged  20-54  years  of  age,  with  newly 
diagnosed  breast,  ovarian  or  endometrial  can- 
cer. The  study  also  identified  women  of  the 
same  ages  without  cancer,  but  from  the  same 
geographic  areas.  The  Iowa  SEER  Program 
(Surveillance,  Epidemiology,  and  End  Results) 
was  a major  participant  in  this  study.  The 
SEER  Program  had  been  previously  endorsed 
by  the  Iowa  Medical  Society.  Iowa  physicians 
were  contacted  by  the  study  to  obtain  their 
permission  to  contact  individual  patients  for 
in-depth  interviews  provided  it  was  felt  to  be 
medically  sound. 

The  initial  analysis  of  this  on-going,  multi- 
center case  control  study  indicates  that  women 
who  have  used  oral  contraceptives  are  approx- 
imately half  as  likely  to  develop  ovarian  and 


Dr.  Smith  was  principal  investigator  for  the  Iowa  segment  of  this  study. 
Dr.  Corder  is  associate  professor  of  medicine,  preventive  medicine  and 
environmental  health,  University  of  Iowa.  He  is  also  chairman  of  the  Iowa 
Medical  Society  Committee  on  Oncology. 
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endometrial  cancer  as  women  who  have  never 
used  them.  Despite  previous  concerns,  con- 
traceptive use  does  not  appear  to  increase  a 
woman's  risk  of  breast  cancer. 

The  relative  risk*  for  ovarian  cancer  for 
women  using  oral  contraceptives  for  at  least 
one  month  compared  to  women  who  had  nev- 
er used  them  was  0.6.  There  was  a correlation 
between  the  longer  the  woman  had  used  the 
oral  contraceptives  and  a lower  risk  of  ovarian 
cancer. 

The  relative  risk  of  endometrial  cancer  for 
women  using  combined  oral  contraceptives 
was  0.5.  Women  who  had  used  sequential  oral 
contraceptives  appeared  to  have  an  increased 
risk  of  endometrial  cancer.  The  protective 
effect  was  limited  to  women  who  had  used  the 
combined  oral  contraceptives  for  one  year  or 
longer  and  was  also  concentrated  in  nullipa- 
rous  women. 

The  relative  risk  of  cancer  of  the  breast  for 
women  who  had  used  oral  contraceptives  was 
0.9.  There  was  no  evidence  that  long  term  oral 
contraceptive  use  of  more  than  10  years  in- 
creased the  risk  of  breast  cancer.  In  addition, 
there  was  no  indication  of  any  increased  risk  of 
breast  cancer  due  to  oral  contraceptive  use  for 
high  risk  women  such  as  those  with  positive 
family  histories  or  previous  biopsies  for  benign 
breast  disease. 

This  is  a very  large  study  and  biases  are 
unlikely  to  account  for  the  findings  of  this 
study.  The  implications  of  this  study  could 
have  a major  public  health  impact.  The  re- 
duced risk  of  cancer  in  women  using  oral  con- 
traceptives could  prevent  over  1700  cases  of 

* The  relative  risk  for  the  entire  unexposed  female  population  would  be 
1.0. 


ovarian  cancer  and  2000  cases  of  endometrial 
cancer  in  the  United  States  each  year. 

This  study  was  published  in  preliminary 


QUESTIONS-ANSWERS 

(Continued  from  page  445) 

medical  students  and  residents.  It  is  vital  that 
we  continue  to  train  high  quality  people  and 
our  hope  will  be  that  more  of  these  individuals 
whom  we  train  will  be  interested  in  a career  in 
academic  surgery.  We  feel  that  the  quality  of 
surgery  in  the  State  of  Iowa  is  superb,  and  our 
immediate  goals  will  be  to  produce  academic 
surgeons. 

If  you  were  predicting  what's  ahead  in 
surgery,  say  15  or  20  years,  what  do  you  think 
you'll  see? 

In  15  or  20  years  the  surgery  practice  in  an 
academic  center  will  be  somewhat  different.  I 
would  envision  that  almost  a third  of  the 
surgery  performed  will  be  organ  transplanta- 


form in  the  July  30,  1982,  issue  of  Morbidity  and 
Mortality  Weekly  Report  from  the  Centers  for 
Disease  Control. 


tion.  Major  trauma  will  still  be  taken  care  of  in 
an  academic  center  although  this  will  be  car- 
ried out  as  well  in  hospitals  throughout  the 
state.  Cardiac  surgery,  particularly  unique  op- 
erations, will  be  carried  out  at  the  academic 
center  as  will  the  more  difficult  and  newer 
neurosurgical  procedures.  Microvascular 
surgery  will  be  developed  to  the  fullest  extent. 
Congenital  cardiac  surgery  will  continue  to  be 
important,  as  will  congenital  pediatric  surgery. 
Surgical  oncology,  including  immunotherapy 
and  combined  immunotherapy-chemotherapy 
and  irradiation  therapy,  will  be  developed  in  a 
more  refined  way.  I would  envision  replace- 
ment of  organs  containing  tumors  will  occur 
routinely  once  the  problems  of  rejection  and 
prevention  of  metastases  are  solved.  I think 
the  next  two  decades  in  surgery  will  be  excit- 
ing, and  we  are  looking  forward  to  being  at  the 
forefront  in  its  development. 


CLARKSON  MEDICAL 
^LECTURE  SERIES! 


“Advances  in  Cardiovascular  Disease” 

Friday,  November  19,  1982 
Clarkson  Hospital  Storz  Pavilion 


8:00-  8:30  a.m. 
8:30-  9:15 

9:15-  9:45 

9:45-10:00 

10:00-10:45 

10:45-11:30 

11:30-12:00 
12:00-  1:00 

1:15-  2:00 

2:00-  3:00 


Registration  and  Introduction 
“New  Aspects  of  Antianginal 
Therapy” 

“Coronary  Angioplasty  — Role  in 
Ischemic  Heart  Disease" 
Coffee  Break 
“Coronary  Artery  Disease, 
operate  or  medicate?” 

“New  Concepts  in  Hypertension 
and  Antihypertensive  Therapy" 
Break 

Grand  Rounds:  “Cardiac 
Transplantation” 

“The  New  Implants:  Defibillators, 
Valves,  Pumps” 
“Understanding  Diagnostic 
Techniques  in  Cardiovascular 
Medicine": 

1 . Doppler  detection  of 
peripheral  vascular  disease. 

2.  Nuclear  cardiology. 


3:00-  3:30 
3:30-  4:15 
4:15-  5:00 


5:00 


3.  Echocardiograms. 

4.  Holter  monitoring. 

5.  Exercise  Testing. 

Coffee  Break  and 

Demonstrations 

“New  Aspects  of  Management  of 
Acute  Myocardial  Infarctions" 
“Post-operative  Care  and 
Followup  of  the  Patient  after 
Cardiac  Surgery" 

Adjournment 


DINNER  DANCE:  Peony  Park  Ballroom 
Social  Hour  7:30  p.m.  Dinner  8:30  p.m. 

Featured  speakers  include: 

C.  Walton  Lillehei,  M.D.,  Ph.D. 

James  R.  Pluth,  M.D, 

Bishop  Clarkson  Memorial  HosDital 
44th  & Dewey  Ave.,  Omaha,  NE  68105 
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COMMENTING 

EDITORIALLY 

MARION  E.  ALBERTS,  M.D. 
SCIENTIFIC  EDITOR 


A RENEWAL  OF  CONCERN 

SEVERAL  YEARS  AGO  THE  JOURNAL  Set  about  to 
establish  a new  tradition.  This  was  to 
direct  one  issue  each  year  to  our  patients.  It  is 
appropriate  for  this  November  issue  to  be  so 
dedicated  in  a spirit  of  thanksgiving  as  well  as 
reaffirmation.  This  month  our  editorial  content 
has  items  of  interest  to  physicians  and  also  to 
patients  and  others.  It  is  our  hope  many  pa- 
tients will  have  a chance  to  see  this  issue. 
Please  read  it  and  then  place  it  in  your  recep- 
tion area. 

Delivering  medical  care  is  often  a complex 
and  bewildering  way  of  life.  Much  has  been 
said  about  the  physician-patient  relationship 
— some  of  it  in  praise  of  the  physician;  some  in 
a derogatory  vein.  Sympathy  is  an  important 
part  of  the  physician-patient  equation.  It  is 
sometimes  called  the  art  of  medicine;  the  es- 
sence of  the  practice  of  medicine.  A physician 
may  have  learned  a great  deal,  yet  be  pro- 
foundly unskilled  in  his/her  relations  with  a 
sick  person.  The  physician  who  confines  his/ 
her  attention  to  the  body  only  does  not  grasp 
fully  the  essence  of  medicine.  It  is  through  a 


soothing  and  calming  approach  to  the  fears  of 
the  sick  that  the  physician  can  gain  the  confi- 
dence and  the  esteem  of  those  he/she  treats. 
Yes,  even  the  love  of  his/her  patient.  John  Bard 
(1716-1799)  made  these  observations,  and  the 
passage  of  time  over  two  centuries  has  not 
changed  their  significance.  Too  often  a patient 
is  referred  to  as  a "case”;  that  is  not  so,  for  the 
patient  is  a "living,  palpitating,  alas,  too  often 
suffering  fellow  creature."  (John  Brown,  1810- 
1882,  quoted  in  lancet,  1:464,  1904) 

Time  has  changed  our  relationships  with  the 
ill  and  suffering.  In  years  past  the  physician 
related  directly  to  the  patient  and  family  in 
most  aspects  of  health  care.  He/she  cared  for 
the  sick  ones,  dispensed  a limited  number  of 
drugs  and  potions,  and  sat  with  the  patient 
and  family  when  nothing  more  could  be  done. 
Today,  there  are  complex  health  centers,  super 
specialties,  exotic  and  complex  treatment  mo- 
dalities, and  the  involvement  of  many  ancillary 
health  care  personnel,  all  to  provide  more  com- 
plete and  often  very  complex  medical  service. 

The  economics  of  the  health  care  system 
have  likewise  changed  greatly  with  the  in- 
volvement of  third  parties.  We  live  with  insur- 
ance and  governmental  intervention.  It  is  no 
wonder  that  often  the  patient  becomes  bewil- 
dered. 

All  this,  however,  should  not  diminish  the 
compassion  and  the  true  concern  of  the  physi- 
cian for  the  patient.  As  we  dedicate  this  issue 
of  the  journal  to  the  patient,  let  us  physicians 
reaffirm  our  concern  for  the  welfare  of  our  fel- 
low humans.  Humane  attention  to  their  needs, 
including  a sincere  effort  to  halt  the  spiraling 
cost  of  medical  care,  should  be  our  concern. 
Health  care  service  is  complex;  all  of  our  socie- 
ty is  much  more  complex.  We  must  all  work 
together  for  the  good  of  the  individual  and  the 
populace.  — M.E.A. 


CREATE  ZELLWEGER  FUND 

The  Hans  U.  Zellweger  Pediatric  Education 
Fund  is  being  established  by  the  University  of 
Iowa  Foundation  and  the  U.  of  I.  Department 
of  Pediatrics.  Dr.  Zellweger  was  named  profes- 
sor emeritus  of  pediatrics  in  1977  after  23  years 
of  service  at  the  University. 

Dr.  Zellweger  expects  to  reduce  his  clinical 
responsibilities  this  year  to  devote  more  time 


to  writing  and  performing  other  personal  and 
professional  activities. 

The  Swiss-born  physician  worked  with  Dr. 
Albert  Schweitzer  in  the  1930's  before  return- 
ing to  the  University  of  Zurich  for  postgradu- 
ate pediatric  training.  He  came  to  the  U.  of  I.  in 
1959  and  subsequently  founded  the  division  of 
medical  genetics.  It  was  one  of  the  first  U.S. 
clinical  laboratories  to  study  human  chromo- 
somal problems. 
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OUR  MAN 
ON 

EDUCATION 

RICHARD  M.  CAPLAN,  M.D. 


WHAT  DOES  "MEDICAL" 
INCLUDE  OR  EXCLUDE? 


Perhaps  you  haven't  given  it  much  thought 
before.  If  you  haven't,  this  might  be  a good 
time  to  ponder  what  is  and  ought  to  be  in- 
cluded, and  excluded,  by  the  word  "medical'' 
in  the  phrase,  continuing  medical  education. 
The  issue  arose  at  a recent  meeting  of  the 
Accreditation  Council  for  CME,  a voluntary 
national  body  that  is  sponsored  by  major  orga- 
nizations concerned  with  the  quality  of  CME. 
Because  I presently  serve  on  it  as  a representa- 
tive of  the  Association  of  American  Medical 
Colleges,  the  problem  faced  me  when  I had  to 
vote  on  a definition. 

Until  mandatory  CME  arrived,  with  its  im- 
portant corollaries  of  membership  and  licen- 
sure dependent  on  the  amount  and  type  of 
CME,  a debate  about  what  might  properly  be 
termed  "medical"  was  pretty  academic  — 
what  might  be  termed  a nice  example  of 
trichoschizophilia.  (In  case  your  Greek  is  half- 
a-hair's- width  less  than  mine,  that  wonderful 
term  translates  to  "love  of  hair-splitting"). 
Whether  the  alleged  item  of  education  dealt 
with  medical  content  for  use  that  very  day  in 
office  or  hospital,  or  involved  research  reports, 
or  medical  history,  or  speculation  on  future 
therapeutic  possibilities,  or  how  to  run  a clinic, 
or  how  to  teach  those  who  study  medicine,  or 
how  to  improve  the  speed  and  accuracy  of 
billing  procedures,  or  how  to  choose  tax  shel- 
ters or  plan  retirement,  or  how  to  tune  a piano, 
fix  a roof,  enjoy  a painting,  shampoo  a horse  — 


Dr.  Caplan  is  Associate  Dean  for  Continuing  Medical  Education  at  The 
University  of  Iowa  College  of  Medicine. 


if  the  content  dealt  with  health,  disease,  di- 
agnosis or  treatment,  or  if  the  target  audience 
was  physicians,  then  it  was  CME  and  nobody 
(except  the  IRS)  cared  much.  But  when  many 
others  got  into  the  act  of  judging  the  nature 
and  content  of  the  learning  and  the  method  of 
its  presentation,  then  things  got  sticky. 

What  the  issue  boiled  down  to  for  the 
ACCME,  ultimately,  was  a choice  between  a 
narrow  and  a wide  definition.  The  Califor- 
nians, full  of  liberality  about  so  many  things, 
yet  simultaneously  angered  by  so  much  liberal- 
ity and  eager  to  stifle  abuses,  pushed  for  this 
narrower  meaning: 

"CME  consists  of  those  continuing  educational 
activities  which  relate  directly  to  patient  care,  com- 
munity and  public  health  or  preventive  medicine." 

The  AMA  House  of  Delegates  had  consid- 
ered that  definition  and  ultimately,  through 
their  staff  and  committee  process,  adopted  a 
broader  definition: 

"CME  is  composed  of  any  education  or  training 
which  serves  to  maintain,  develop  or  increase  the 
knowledge,  interpretive  and  reasoning  proficiencies, 
applicable  technical  skills,  professional  performance 
standards  or  ability  for  interpersonal  relationships 
that  a physician  uses  to  provide  the  service  needed  by 
patients  or  the  public." 

The  proposed  ACCME  definition  was  essen- 
tially the  same,  but  added  the  words  "or  the 
profession"  to  the  end  of  the  sentence.  Both 
the  California  and  the  AMA/ACCME  defini- 
tions add  words  to  exclude  courses  such  as 
"Selling  Ouija  Boards  for  Fun  and  Profit  — 
Exclusive  Franchises  for  Retired  Medical 
School  Deans." 

When  the  issue  came  before  the  ACCME,  I 
voted  — you'll  not  be  surprised  — for  defini- 
tion two.  I've  got  a lot  of  confidence  in  my 
fellow  physicians. 


U.  of  I.  COLLEGE  OF  MEDICINE 
COURSES  & CONFERENCES 


November  19 

November  19 
November  19-20 
November  20 
December  1 
December  3-4 


Surgery  Postgraduate  Conference:  Cost  Effec- 
tive Approach  to  Surgical  Issues 

VIII  Annual  Childhood  Cancer  Workshop 
Advanced  Trauma  Life  Support 
Cancer  Teaching  Day 
Ophthalmology  Clinical  Conference 

Iowa-Western  Illinois  Neurological  Associa- 
tion 
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Famous 


They  work  so 

well  together. 


One  of  man's  most  amazing  explo- 
rations and  scientific  adventures,  the 
successful  Gemini  flight  program 
was  a triumph  of  imagination  and— 
teamwork.  Two  men  learned  to 
operate  in  space,  to  rendezvous,  to 
dock,  and  to  work  outside  their 
spacecraft  in  the  hard  vacuum  of 
outer  space.  Not  only  did  they  coor- 
dinate their  efforts  with  ground 
backup,  they  also  complemented 
each  other's  activities  within  the 
close  confines  of  the  space  capsule. 
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ANUSOL-HC®  Suppositories/ 
ANUSOL-HC®  Cream 

Before  prescribing,  please  see  full  prescribing  information. 

A Brief  Summary  follows: 
Indications  and  Usage:  Anusol-HC  Suppositories  and 
Anusol-HC  Cream  are  adjunctive  therapy  for  the 
symptomatic  relief  of  pain,  itching  and  discomfort  in 
external  and  internal  hemorrhoids,  proctitis,  papillitis, 
cryptitis,  and  fissures,  incomplete  fistulas,  pruritus  ani  and 
relief  of  local  pain  and  discomfort  following  anorectal 
surgery. 

Anusol-HC  is  especially  indicated  when  inflammation  is 
present.  After  acute  symptoms  subside,  most  patients  can 
be  maintained  on  regular  Anusol*  Suppositories  or 
Ointment. 
CONTRAINDICATIONS 
Anusol-HC  Suppositories  and  Anusol-HC  Cream  are 
contraindicated  in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components  of  the 
preparations. 
WARNINGS 

The  safe  use  of  topical  steroids  during  pregnancy  has  not 
been  fully  established.  The  nefore,  during  pregnancy,  they 
should  not  be  used  unnecessarily  on  extensive  areas,  in 
large  amounts  or  for  prolonged  periods  of  time. 

PRECAUTIONS 

General 

Symptomatic  relief  should  not  delay  definitive  diagnoses  or 

treatment. 

Prolonged  or  excessive  use  of  corticosteroids  might 
produce  systemic  effects. 


...another  well-known  pair  that 
works  so  well  together!  Ninety- 
five  percent  of  colon /rectal 
surgeons  surveyed*  added 
Tucks  pads  concomi- 
tantly to  hemorrhoidal 
treatment  programs 
they  recommended. 


Anusol-HC ® 

Suppositories  / Cream 
with  Hydrocortisone  Acetate 
The  # 1 physician-prescribed  product  for  hemor- 
rhoids and  other  common  anorectal  disorders ** 


□ Antiinflammatory,  to  relieve  edema,  burning, 
itching,  pain 

□ Astringent,  to  help  promote  healing 

□ Emollient,  for  easier  bowel  movements  and 
soothing  relief  of  local  trauma 

And,  when  pain  is  a special  problem,  Anusol 
Ointment  offers  the  benefits  of  the  anesthetic, 
pramoxine  HCI. 


PARKE-DAVIS 

Warner-Lambert  Company 
Morris  Plains,  NJ  07950 


TUCKS ® 

Pre-Moistened  Hemorrhoidal /Vaginal  Pads 
The  # 1 hemorrhoidal  pad*  for  added  external  relief 
and  gentle  cleansing  of  fecal  residue 

□ Soothes,  cools,  comforts  the  irritation  and  itch  of 
hemorrhoids  and  other  common  anorectal  dis- 
orders 

□ Hygienic  rectal  wipe— an  integral  part  of  the 
anorectal  regimen 

Once  pain  and  inflammation  subside,  for  dual 
action  recommend  regular  ANUSOL?— to  maintain 
patient  comfort— and  TUCKS"— to  maintain  patient 
anorectal  hygiene. 

* Meeting  of  Am  Soc  Colon  /Rectal  Surgeons.  May  1980. 

* ‘Based  on  total  prescriptions  filled  for  hemorrhoidal  preparations  during  the 
first  three  quarters  of  1981  The  National  Prescription  Audit.  IMS  America  Ltd 
Sept  1981. 

' 1981  data  from  leading  marketing  research  organization 
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If  irritation  develops,  Anusol-HC  Suppositories  and  Anusol- 
HC  Cream  should  be  discontinued  and  appropriate  therapy 

instituted. 

In  the  presence  ot  an  infection  the  use  of  an  appropriate 
antifungal  or  antibacterial  agent  should  be  instituted.  If  a 
favorable  response  does  not  occur  promptly,  the 
corticosteroid  should  be  discontinued  until  the  infection  has 
been  adequately  controlled. 
Anusol-HC  is  not  for  ophthalmic  use. 

Pregnancy 
See  "WARNINGS" 
Pediatric  Use 

Care  should  be  taken  when  using  the  corticosteroid 
hydrocortisone  acetate  in  children  and  infants. 

DOSAGE  AND  ADMINISTRATION 
Anusol-HC  Suppositories— Adults:  Remove  foil  wrapper  and 
insert  suppository  into  the  anus.  Insert  one  suppository  in 
the  morning  and  one  at  bedtime  for  3 to  6 days  or  until 
inflammation  subsides.  Then  maintain  comfort  with  regular 
Anusol  Suppositories. 
Anusol-HC  Cream-Adults:  After  gentle  bathing  and  drying 
of  the  anal  area,  remove  tube  cap  and  apply  to  the  exterior 
surface  and  gently  rub  in.  For  internal  use,  attach  the 
plastic  applicator  and  insert  into  the  anus  by  applying 
gentle  continuous  pressure.  Then  squeeze  the  tube  to 
deliver  medication.  Cream  should  be  applied  3 or  4 times  a 
day  for  3 to  6 days  until  inflammation  subsides.  Then 
maintain  comfort  with  regular  Anusol  Ointment. 
NOTE:  If  staining  Irom  either  ot  the  above  products  occurs, 
the  stain  may  be  removed  from  fabric  by  hand  or  machine 
washing  with  household  detergent 
Store  between  59°-860F  (15°-30°C| 
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DRUG  THERAPY  REVIEW 


UNIVERSITY  OF  IOWA 
HOSPITALS  AND  CLINICS 


REYNOLD  SPECTOR,  M.D.,  Editor 


CIS-PLATINUM  IN  CANCER 
CHEMOTHERAPY:  A SIGNIFICANT 
ADVANCE 


Cis-platinum  (platinum)  has  been  recently- 
introduced  for  the  treatment  of  a variety 
of  human  malignancies.  The  addition  of  plati- 
num to  combination  chemotherapy  has  made 
cure  possible  in  the  majority  of  patients  with 
disseminated  testicular  cancer.1  Platinum  also 
appears  valuable  in  combination  therapy  for 
disseminated  ovarian  cancer  and  is  approved 
for  use  in  this  malignancy  as  well.  In  addition, 
platinum  has  activity  against  urinary  bladder 
carcinoma,  squamous  cell  cancers  of  the  head 
and  neck,  and  probably  in  both  small  and  non- 
small cell  lung  cancer. 

STRUCTURE  AND  MECHANISM  OF  ACTION 

Cis-platinum,  or  cis-dichlorodiammine- 
platinum  II,  is  one  of  a group  of  platinum  co- 
ordination complexes  which  were  first  discov- 
ered in  the  1800s.  In  1965,  Rosenberg  et  al 
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found  that  cis-platinum  inhibited  the  growth 
of  E.  coli,  and  in  1969  reported  that  platinum 
increased  survival  time  and  decreased  tumor 
mass  in  mouse  sarcoma  and  leukemia.2  Thus 
far,  the  cis-coordinate  has  been  found  to  have 
the  greatest  antineoplastic  activity.  It  is  mar- 
keted for  clinical  use  by  Bristol  under  the  brand 
name  of  Platinol. 

The  mechanism  of  action  of  cis-platinum 
appears  to  be  inhibition  of  new  DNA  synthesis 
via  cross-linking  of  DNA  strands,  with  a 
minimal  effect  on  RNA  and  protein  synthesis.3 
Despite  its  inhibition  of  DNA  synthesis,  hu- 
man cell  culture  studies  demonstrate  that  it  is 
not  a phase-specific  drug.  Platinum  may  also 
work  via  inhibition  of  DNA  repair  or  by  en- 
hancement of  monocyte  mediated  cellular 
cytotoxicity. 

PHARMACOKINETICS 

Pharmacokinetic  studies  of  cis-platinum  in 
man  have  demonstrated  the  importance  of 
binding  to  serum  proteins  and  renal  excretion. 
After  intravenous  infusion,  plasma  levels  of 
cis-platinum  decline  in  a biphasic  manner:  (1)  a 
rapid  or  alpha  phase  with  a W2  of  20  to  50 
minutes  is  associated  with  binding  of  the  free 
drug  to  albumin,  and  (2)  a slow  or  |3-phase 
with  an  approximate  elimination  half-life  of  67 
hours.  Binding  to  serum  proteins  is  extensive 
(within  4 to  5 hours  after  administration,  97  to 
98%  of  the  dose  is  bound  to  albumin)  and  de- 
stroys the  cytotoxicity.  Thus  only  the  free  or 
unbound  drug  is  pharmacologically  active. 
Cis-platinum  distributes  into  all  tissues  and  is 
not  consistently  concentrated  by  the  tumor. 
The  major  mode  of  drug  elimination  is  by  renal 
excretion.  Up  to  17%  of  the  administered  dose 
is  excreted  into  the  urine  within  the  first  4 
hours,  and  the  drug  can  still  be  detected  in  the 
kidney  as  long  as  4 weeks  after  therapy. 

TOXICITY 

The  toxicities  of  cis-platinum  include  renal 
failure,  myelosuppression,  moderate  to  severe 
nausea  and  vomiting,  peripheral  neuropathy, 
and  ototoxicity.4  Anaphylactic  reactions  have 
been  reported  in  4 of  107  patients  given  a total 
of  267  courses  of  cis-platinum  and  all  were 
successfully  treated  with  conventional  mea- 
sures. The  dose-limiting  toxicity  of  platinum 
has  been  nephrotoxicity.  The  nephrotoxicity  is 
dose  related,  cumulative,  and  often  not  re- 
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versible.  Pathologic  findings  are  consistent 
with  acute  tubular  necrosis.  Concomitant 
administration  of  saline  with  and  without 
mannitol  diuresis  is  often  effective  in  reducing 
or  preventing  cis-platinum  induced  renal 
damage.5  Such  hydration  should  be  given  with 
every  administration  of  platinum.  The  amount 
of  hydration  required  depends  upon  the 
amount  of  dose  given  in  any  one  injection.  For 
example,  doses  of  platinum  of  20  mg/m2  daily 
x 5 require  no  greater  than  one  liter  per  day 
while  doses  of  120  mg/m2  in  one  bolus  require  3 
to  4 liters  of  IV  fluids  or  more.  These  must  be 
solutions  of  normal  saline  as  cis-platinum  is 
not  stable  in  D5W  or  low  chloride  solutions. 

Electrolyte  abnormalities  can  occur  secon- 
dary to  platinum-induced  renal  abnormalities. 
Significant  hypomagnesemia  has  been  noted 
in  56%  of  patients.6  Hypocalcemia  and  hypo- 
kalemia have  also  been  frequently  observed. 
Careful  monitoring  of  electrolytes  within  24 
hours  of  administration  of  the  drug  is  always 
indicated  and  appropriate  replacement  ther- 
apy should  be  given. 

Moderate  to  severe  nausea  and  vomiting 
will  occur  in  nearly  all  patients  unless  antie- 
metics are  also  given.  The  nausea  and  vomit- 
ing occur  within  one  to  6 hours  of  administra- 
tion and  can  persist  for  a week  or  longer.  This 
nausea  and  vomiting  generally  are  resistant  to 
standard  antiemetics  such  as  the  pheno- 
thiazines  and  is  often  so  severe  that  patients 
cannot  continue  chemotherapy.  Gralla  et  al 
have  demonstrated  that  high-dose  metoclo- 
pramide  given  intravenously  is  remarkably 
effective  in  blocking  or  reducing  platinum- 
induced  nausea  and  vomiting.7  With  platinum 
doses  greater  than  the  20  mg/m2  x 5 schedule, 
metoclopramide  is  nearly  always  needed,  and 
it  may  be  necessary  in  the  lower  dosage  sched- 
ules as  well. 

Tinnitus,  hearing  loss  and  vestibular  dis- 
turbances can  necessitate  discontinuation  of 
therapy.  Acute  myelosuppression  is  not  as  se- 
vere as  with  many  other  neoplastic  agents  but 
can  be  severe  if  the  patient  has  had  extensive 
prior  chemotherapy  or  radiotherapy.  With 
more  chronic  administration,  cumulative 
myelosuppression  can  become  the  dose- 
limiting  factor.  Similarly,  peripheral  neurop- 
athy often  becomes  a problem  with  chronic 
administration. 

Interactions,  adverse  or  favorable,  with 
other  drugs  have  not  yet  been  extensively  re- 


ported. Synergistic  nephrotoxicity  with  genta- 
micin and  gentamicin-cephalothin  antibiotics 
has  been  reported.  In  animals,  furosemide  in- 
creased platinum-induced  renal  damage  but 
no  clear-cut  reaction  in  man  is  reported.  A 
single  patient  receiving  antihypertensive 
medications  (furosemide,  hydralazine,  pro- 
pranolol, and  diazoxide)  was  reported  to  de- 
velop nephrotoxicity  with  cis-platinum.  It 
would  appear  prudent  to  avoid  any  other 
potential  nephrotoxic  agents  when  giving  cis- 
platinum. 

EFFICACY 

Cis-platinum  has  been  demonstrated  to  in- 
crease substantially  the  cure  rate  for  dissemi- 
nated germ  cell  tumors  of  the  testes.7,  8/  9 In 
combination  with  vinblastine  and  bleomycin, 
platinum  increased  the  complete  response  rate 
in  disseminated  testicular  cancer  to  74%.  Pa- 
tients who  achieved  only  a partial  response 
underwent  surgical  resection  and  another  11% 
of  patients  were  rendered  disease  free.  Subse- 
quent follow-up  in  these  patients  has  shown  a 
very  low  relapse  rate.  The  most  commonly 
used  regimen  of  these  3 agents  is  that  origi- 
nated by  Drs.  Einhorn  and  Donohue  at  Indiana 
University.9  Similar  platinum  combinations  at 
other  institutions  have  yielded  comparable  re- 
sults. 

The  addition  of  platinum  to  regimens  con- 
taining cyclophosphamide  and  adriamycin  for 
stage  III  and  IV  ovarian  carcinoma  has  been 
demonstrated  to  increase  complete  response 
rates.  It  is  not  clear  at  this  time,  however,  if 
these  platinum  combinations  will  lead  to  a sig- 
nificant number  of  patients  achieving  long- 
term, disease-free  survival.10 

Gralla  et  al  have  suggested  that  vindesine 
and  platinum  in  combination  therapy  will  im- 
prove the  survival  of  patients  with  lung  carci- 
noma. Such  investigations  deserve  further 
trials  before  they  are  considered  accepted  ther- 
apy. Similar  promising  investigations  in  blad- 
der, head,  and  neck  malignancies  are  currently 
under  study. 

COST 

The  cost  for  cis-platinum  is  about  $23.20  per 
10  mg  vial,  so  a 20  mg/m2  dose  for  an  average- 
sized adult  would  cost  approximately  $100, 
and  the  platinum  for  an  entire  course  of  the 

(Please  turn  to  page  468) 
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STATE 

DEPARTMENT/ 
PUBLIC  HEALTH 


HOMEMAKER  HOME  HEALTH  AIDE 
SERVICES 


Iowa  physicians  have  shown  interest  and 
support  for  homemaker  home  health  aide 
services  since  these  programs  began.  We  have 
reported  the  development  of  these  Iowa  ser- 
vices in  the  journal  previously,  most  recently 
in  the  April  1980  issue.  Significant  changes  in 
state  funding  and  responsibility  have  been 
occurring  in  recent  months.  This  further  up- 
date will  include  a brief  history,  the  special 
study  and  report  to  the  General  Assembly  of 
January  15, 1982,  the  action  of  the  legislature  in 
1982,  and  the  progress  of  implementation. 

Homemaker  home  health  aide  services  are 
relatively  new  in  the  United  States.  The  first 
program  in  Iowa  was  started  in  1961  in  Des 
Moines-Polk  County  with  a grant  from  the 
U.S.  Public  Health  Service.  In  the  next  five 
years  additional  programs  were  started  in 
other  counties  with  federal  health  funds  chan- 
neled through  the  Iowa  State  Department  of 
Health.  In  1966  the  Iowa  Department  of  Social 
Welfare  (now  Department  of  Social  Services) 
initiated  a direct  service  program  in  Dubuque 
County.  In  1967,  the  Office  of  Economic 
Opportunity  began  to  help  fund  homemaker 
home  health  aide  programs.  Medicare  also  be- 
gan to  reimburse  for  some  home  health  aide 
services  to  eligible  clients.  The  various  funding 
sources  all  contributed  to  the  growth  of  these 
services. 


This  information  on  public  health  matters  is  furnished  and  sponsored 
by  the  Iowa  State  Department  of  Health. 


By  1976  the  goal  was  reached  to  have  pro- 
grams serving  persons  in  all  99  Iowa  counties. 
Physicians  and  physicians'  wives  were  fre- 
quently key  individuals  in  stimulating,  guid- 
ing and  supporting  local  programs.  The  orga- 
nizational pattern  and  funding  mechanisms 
varied  from  county  to  county.  A report  by  the 
Department  of  Social  Services  in  1978  indicated 
the  funding  diversity.  The  primary  funding 
sources  reported  were: 

Counties 


Title  XX  — federal  Social  Service 
funds  99 

Private  patient  payment  99 

H.F.  597  — state  funds  through 
Health  Department  (New  in  1977)  81 

Medicare/Medicaid  67 

County  tax  funds  43 

Area  Agency  on  Aging  (federal 
funds)  36 


A smaller  number  of  counties  also  reported 
sources  such  as  United  Way  and  Veteran's 
Administration 

The  1981  session  of  the  Iowa  General  Assem- 
bly showed  much  interest  in  homemaker  home 
health  aide  service.  It  urged  use  of  appropri- 
ated funds  efficiently  and  effectively.  The 
Assembly  passed  the  following  mandate: 

"The  State  Department  of  Health,  the  Depart- 
ment of  Social  Services,  and  the  Commission  on  the 
Aging  shall  study  jointly  and  make  recommenda- 
tions to  the  General  Assembly  by  January  15,  1982 
for  an  integrated  state  homemaker-home  health  aid 
program.  In  preparing  the  study  the  three  state 
agencies  shall  include  representatives  of  interested 
outside  groups,  including  the  Iowa  Council  for 
Homemaker-Home  Health  Aid  Services,  in  the  dis- 
cussion and  planning  stages.  The  three  state  agen- 
cies, during  the  study  and  the  preparation  of  the 
report,  shall  coordinate  their  respective  homemaker 
programs,  with  the  goal  of  developing  a homemaker 
system  as  uniform  and  integrated  as  is  practicable, 
using  as  guidelines  a minimum  of  administrative 
monitoring  of  local  programs,  and  a maximum  of 
client  services  provided." 

A special  task  force  prepared  a report  which 
was  submitted  to  the  General  Assembly  on 
January  15,  1982.  The  task  force  established  a 
standard  definition  of  homemaker  home 
health  aide  service.  Three  optional  methods  of 
(Please  turn  to  page  467) 
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state  funding  were  explored.  The  option  which 
allowed  a high  degree  of  local  control  within 
state  standards  was  recommended.  It  was 
further  recommended  the  program  be  admin- 
istered by  the  Iowa  State  Department  of 
Health. 

After  a public  hearing  and  extensive  com- 
mittee discussion,  the  Assembly  passed  leg- 
islation to  implement  the  task  force  recom- 
mendations. The  key  features  of  the  legislation 
are: 

1.  The  homemaker  home  health  aide/chore 
appropriation  of  the  Department  of  Social  Ser- 
vices and  the  homemaker  home  health  aide 
appropriation  of  the  Department  of  Health  are 
combined  into  a single  homemaker  home 
health  aide  appropriation  administered  by  the 
Department  of  Health  (approximately 
$6,500,000  for  FY  83). 

2.  The  funds  are  offered  as  grants  to  the 
county  boards  of  supervisors  on  the  basis  of  a 
multi-factor  formula. 

3.  The  definitions  of  homemaker  home 
health  aide  and  chore  are:  “Homemaker  home 
health  aide  services"  means  services  intended 
to  enhance  the  capacity  of  household  members 
to  attain  or  maintain  the  independence  of  the 
household  members  and  provided  by  trained 
and  supervised  workers  to  individuals  or  fami- 
lies, who,  due  to  the  absence,  incapacity,  or 
limitations  of  the  usual  homemaker,  are  ex- 
periencing stress  or  crisis.  The  services  include 
but  are  not  limited  to  essential  shopping, 
housekeeping,  meal  preparation,  child  care, 
respite  care,  money  management  and  consum- 
er education,  family  management,  personal 
services,  transportation  and  providing  in- 
formation, assistance,  household  manage- 
ment and  learning  experiences." 

"Chore  services"  means  services  provided 
to  individuals  or  families,  who,  due  to  ab- 
sence, incapacity,  or  illness,  are  unable  to  per- 
form certain  home  maintenance  functions.  The 
services  include  but  are  not  limited  to  yard 
work  such  as  mowing  lawns,  raking  leaves, 
and  shoveling  walks;  window  and  door 
maintenance  such  as  hanging  screen  windows 
and  doors,  replacing  window  panes,  and 
washing  windows;  and  minor  repairs  to  walls, 
floors,  stairs,  railings,  and  handles. 

4.  Each  county  may  use  up  to  15  percent  of 
its  allocation  to  provide  chore  services. 


5.  The  Department  shall  adopt  rules  for 
standards  regarding  training,  supervision,  rec- 
ordkeeping, appeals,  program  evaluation,  cost 
analysis,  financial  audits  and  reporting  re- 
quirements. The  rules  shall  also  require  each 
local  agency  to  use  a sliding  fee  scale  for  those 
persons  able  to  pay  for  all  or  a portion  of  the 
cost  of  the  services. 

All  99  counties  are  participating  in  this  pro- 
gram. The  services  are  being  provided  by 
county  agencies  or  sub-contracted  to  non- 
profit agencies.  The  SDH  expects  to  have  a 
staff  of  five  professional  persons  to  monitor 
and  provide  consultation  to  local  programs. 
Obviously  such  a small  staff  will  only  monitor 
a small  sampling  of  cases.  The  legislation  is 
based  on  the  concept  of  local  professional  and 
consumer  involvement  in  establishing  policies 
and  priorities.  It  also  depends  on  local  persons 
actively  evaluating  the  program  to  assess  its 
appropriateness,  adequacy,  effectiveness  and 
efficiency.  Physicians  continue  to  have  an  im- 
portant dual  role  in  requesting  and  following 
the  delivery  of  these  services  for  their  patients 
and  in  serving  on  governing  boards  and  advis- 
ory committees. 

The  coordinated  efforts  of  physicians,  public 
health  nursing  agencies,  homemaker  home 
health  aide  services  and  others  can  contribute 
much  to  both  cost  savings  and  enhanced  quali- 
ty of  life. 

An  excerpt  from  a public  health  nurse's  re- 
port demonstrates  what  is  possible: 

"Following  the  death  of  his  88-year-old  wife  it  was 
necessary  for  one  of  our  clients,  age  90  and 
emphysemic,  to  enter  a nursing  home.  Visits  by  the 
public  health  nurse  and  homemaker  home  health 
aides  had  delayed  entry  into  a care  facility  for  two 
years.  Neither  the  husband  nor  the  wife  could  have 
been  able  to  maintain  themselves  alone.  The  approxi- 
mate cost  of  the  nursing  and  aide  visits  for  the  two 
years  was  $5,520.  The  approximate  cost  to  place 
both  in  a nursing  home  for  two  years  would  have 
been  $43,800."  Similar  stories  could  be  found 
throughout  Iowa. 

For  more  information  about  the  program  in 
your  area  contact  your  county  board  of  super- 
visors, local  homemaker  home  health  aide 
program  or  Ronald  D.  Eckoff,  M.D.,  M.P.H., 
Chief,  Division  of  Community  Health,  Iowa 
State  Department  of  Health,  telephone  515- 
281-4910. 
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DRUG  THERAPY  REVIEW 

(Continued  from  page  465) 

PVB  protocol  for  testicular  cancer  is  about 

$2,000. 

CONCLUSION 

In  conclusion,  cis-platinum  is  a relatively 
new  chemotherapeutic  agent  which,  when 
used  in  combination  chemotherapy,  has  been 
demonstrated  to  be  effective  without  un- 
acceptable toxicity.10  It  has  totally  changed  the 
outlook  for  patients  with  disseminated  testicu- 
lar cancer,  and  trials  to  determine  efficacy  in 
other  human  malignancies  are  currently  under 
way.  — Richard  Helmers,  M.D.,  Resident  in 
Medicine,  and  Gerald  Clanton,  M.D.,  Assistant 
Professor  of  Medicine 
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September  1982  Morbidity  Report 


Sept. 

1982 

1981 

Most  Sept.  Cases 

1982 

to 

to 

Reported  From 

Disease 

Total 

Date 

Date 

These  Counties 

Amebiasis 

5 

58 

17 

Story,  Polk,  Boone 

Brucellosis 

0 

3 

1 

Chickenpox 

38 

5891 

7012 

Dubuque,  Cedar,  Davis 

Campylobacter 

32 

239 

Wapello,  Polk,  Linn 

Cytomegalovirus 
Eaton's  Agent 

3 

36 

23 

Polk,  Floyd 

infection 

24 

192 

24 

Polk,  Delaware, 
Des  Moines 

Encephalitis,  viral 

11 

32 

17 

Linn,  Pottawattamie, 

Buchanan 

Erythema 

infectiosum 

1 

247 

1153 

Davis 

Gastroenteritis 

(GIV) 

464 

8462 

12850 

Linn,  Polk,  O'Brien 

Giardiasis 

22 

111 

87 

Johnson,  Montgomery, 

Story 

Hepatitis,  A 

10 

64 

172 

Sac,  Woodbury, 

Carroll 

Hepatitis,  B 

5 

71 

66 

Appanoose,  Benton,  Polk 

Hepatitis,  Non  A-B 
Hepatitis 

2 

12 

Dubuque,  Scott 

type  unspecified 

1 

23 

46 

Scott 

Herpes  Simplex 

58 

330 

188 

Johnson,  Linn,  Polk 

Herpes  Zoster 

0 

10 

4 

Histoplasmosis 

Infectious 

0 

14 

9 

mononucleosis 

12 

139 

211 

O'Brien,  Johnson,  Benton 

Influenza, 

lab  confirmed 

0 

74 

191 

Influenza-like 

illness  (URI) 

2265 

29750 

49826 

Palo  Alto,  Johnson, 

Linn 

Legionellosis 

2 

20 

Black  Hawk,  Johnson 

Malaria 

0 

6 

Sept. 

1982 

1981 

Most  Sept.  Cases 

1982 

to 

to 

Reported  From 

Disease 

Total 

Date 

Date 

These  Counties 

Meningitis 

aseptic 

18 

55 

51 

Linn,  Polk,  Dubuque 

bacterial 

9 

123 

91 

Allamakee,  Boone, 
Butler 

meningococcal 

4 

9 

19 

Linn,  Scott,  Crawford 

Mumps 

1 

31 

46 

Humboldt 

Pertussis 

1 

6 

4 

Fremont 

Rabies  in  animals 

29 

317 

697 

Story,  Polk,  Clayton 

Reye  Syndrome 

0 

5 

Rheumatic  fever 
Rocky  Mt. 

0 

3 

7 

Spotted  Fever 
Rubella 

0 

0 

4 

(German  measles) 

0 

0 

4 

Measles 

0 

0 

1 

Salmonellosis 

30 

231 

190 

Polk,  Linn,  Black  Hawk 

Shigellosis 

11 

51 

25 

Pottawattamie,  Polk, 
O'Brien 

Toxic  Shock 
Syndrome 
Tuberculosis 

1 

15 

Muscatine 

total  ill 

2 

56 

71 

Linn,  Muscatine 

bact.  pos. 

2 

41 

45 

Linn,  Muscatine 

Typhoid  Fever 
Venereal  diseases: 

0 

1 

Gonorrhea 

382 

3453 

3824 

Polk,  Black  Hawk,  Scott 

Syphilis 

3 

24 

16 

Scott,  Harrison 

Laboratory  Virus  Diagnosis  Without  Specified  Clinical  Syndrome:  Adenovirus 

— 2,  Linn;  Guillain-Barre  Synd.  — 1,  Polk;  Hookworm — 1,  Calhoun,  2, 
Muscatine,  2,  Scott,  1,  Story;  Ascariasis — 1,  Johnson;  Leptospirosis — 1, 
Warren;  Tularemia  — 1,  Warren,-  ECHO  — 1,  Dallas,  1,  Dubuque,  I, 
Scott;  Trichurias  Trichuria  — 1,  Calhoun,  1,  Fayette,  2,  Scott,  4,  Story; 
Coxsackie  Virus  — 1 , Clinton,  1 , Dubuque,  4,  Polk,  1 , Warren;  Clonorchis 

— I,  Muscatine,  1,  Scott,  2,  Story. 
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At  the  second  International  Toxicology  Con- 
gress in  Aspen,  Colorado,  Dr.  Mark  E.  Tho- 
man,  Des  Moines,  was  elected  president  of  the 
American  Academy  of  Clinical  Toxicology.  Dr. 
Thoman  will  serve  a two-year  term.  ...  A re- 
cent article  in  the  Armstrong  journal  noted 
Dr.  Claire  V.  Lindholm's  30  years  in  medical 
practice  in  that  community.  Dr.  Lindholm  re- 
ceived the  M.D.  degree  at  the  U.  of  I.  College 
of  Medicine  and  began  his  medical  practice  in 
Armstrong  in  1952.  He  is  a 25-year  member  of 
the  American  Academy  of  Family  Physicians 
and  past  president  of  the  medical  staff  at  Holy 
Family  Hospital  in  Estherville.  An  avid  sup- 
porter of  school  activities,  he  was  presented  a 


Team  Doctor  Award  by  the  Iowa  High  School 
Athletic  Association  at  the  1982  Boys  State  Bas- 
ketball Tournament.  . . . Dr.  Michael  Berstler, 
Waverly,  was  elected  president  of  the  Bremer 
County  Medical  Society.  Other  officers  include 
Dr.  William  E.  Hall,  vice  president;  and  Dr. 
David  B.  MacMillan,  secretary-treasurer. 


Dr.  Gregory  L.  Hoekstra,  Tama,  has  been 
named  chairman  of  the  Professional  Services 
Division  of  the  South  Tama  United  Way  Cam- 
paign for  1982.  . . . Dr.  D.  L.  Borgen,  longtime 
Gowrie  physician,  recently  was  honored  by 
the  Gowrie  community  for  his  50  years  in 
medical  practice.  Dr.  Borgen  received  the  M.D. 
degree  at  the  U.  of  I.  College  of  Medicine  and 
took  his  postgraduate  work  in  Minneapolis, 
Minnesota,  and  Toledo,  Ohio.  He  located  in 
Gowrie  in  1932.  . . . Dr.  Jeanne  Montgomery 
Smith,  associate  professor  of  internal  medicine 
at  the  U.  of  I.  College  of  Medicine,  is  one  of 
four  women  named  in  1982  to  the  Iowa 
Women's  Hall  of  Fame.  Dr.  Smith  was  pre- 
sented with  a citation  of  the  honor  by  Gov- 
ernor Robert  D.  Ray  following  her  selection  by 
the  Iowa  Commission  on  the  Status  of  Women. 


robco-^ 

hawkeye 

1 t Hi  MEDICAL  SUPPLY  INC. 

FOR  ALL  YOUR  MEDICAL  SUPPLY  & HOME  CONVALESCENT  NEEDS 


Wheel  Chairs 
Hospital  Beds 
All  Purpose 
Commode  Chairs 
Walkers  — Commodes 
Dressings 


SALES  — LEASING  — SERVICE  — REPAIRS 
"After  the  Sale  . . . it's  the  Service  that  Counts. " 


Surgical  Pads 
Combine  Roles 
Under  Pads 
Adult  Plastic  Pants 
Oxygen  Supplies 
Student  Supplies 


Instruments 
Diagnostic  Equip. 
Lab  Supplies 
Equip.  For  Exam 
Rooms 

Crutches  — Canes 


Back  Rests 
Traction  Equip. 
Whirlpool  Baths 
Catheters 
Plastic 
Disposables 


Call  FOR  INFORMATION:  Home  Office:  PH  319/337-3121  225  E.  Prentiss  St.  Iowa  City,  Iowa  52240 

Branch  Office:  PH  515/274-4015  5737  University  Avenue  Des  Moines,  Iowa  50311 

OTHER  STATES  IOWA  WATS 

1/800/553-6296  1/800/272-6448 
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A faculty  member  at  the  U.  of  I.  since  1955  and 
the  first  woman  physician  to  join  the  Depart- 
ment of  Internal  Medicine,  Dr.  Smith  has 
earned  international  recognition  in  the 
epidemiology  of  asthma.  With  her  husband. 
Dr.  Ian  M.  Smith,  she  helped  begin  a new 
medical  school  at  East  Tennessee  University  in 
Johnson  City,  Tennessee,  in  1976.  . . . Dr. 
Rudolph  P.  Galask,  professor  of  obstetrics  and 
gynecology  and  microbiology  at  the  U.  of  I. 
College  of  Medicine,  has  been  named  presi- 
dent of  the  Infectious  Disease  Society  for  Ob- 
stetrics and  Gynecology.  Dr.  Galask  is  one  of 
the  founders  of  the  international  society 
formed  in  1972. 


DEATHS 

Dr.  Frank  S.  Peckosh,  77,  longtime  Lost  Na- 
tion physician,  died  August  23  at  Crestridge 
Nursing  Home  in  Maquoketa.  Dr.  Peckosh  re- 
ceived the  M.D.  degree  at  the  U.  of  I.  College  of 


Medicine  and  began  his  medical  practice  in 
Lost  Nation  in  1930,  retiring  in  1973. 

Dr.  Donald  C.  Conzett,  83,  longtime  Dubuque 
physician,  died  September  4 at  Finley  Hospital 
in  Dubuque.  Dr.  Conzett  received  the  M.D. 
degree  at  Northwestern  University  Medical 
School.  Dr.  Conzett  was  president  of  the  Iowa 
Medial  Society  in  1952.  He  was  a former  presi- 
dent of  the  Conference  of  State  Presidents  of 
the  American  Medical  Association;  former 
member,  Iowa  State  Board  of  Health;  fellow, 
American  College  of  Surgeons;  and  former 
member  of  its  board  of  governors;  fellow,  In- 
ternational College  of  Surgeons  and  American 
Association  of  Industrial  Physicians  and 
Surgeons.  He  was  a member  of  the  board  of 
directors  of  the  Interstate  Postgraduate  Medi- 
cal Assembly;  member  of  the  Clinical 
Orthopedic  Society;  American  Association  for 
the  Surgery  of  Trauma;  Iowa  Clinical  Surgical 
Society  and  Iowa  Orthopedic  Society.  In  1966, 
Dr.  Conzett  received  the  Merit  Award  of  the 
Iowa  Medical  Society  in  recognition  of  his  out- 
standing contributions  to  organized  medicine. 


Spending  more  time  with 
accountants  and  salesmen . . . 
than  with  your  job  and  family? 

That’s  today's  modern  physician  becoming  today’s  modern  business- 
man ...  at  the  expense  of  job  and  family. 

We  provide  you  with  an  environment  serving  a purpose— practicing 
medicine  at  regular  working  hours.  No  books  to  balance,  no  salesmen  ana 
attorneys  calling,  and  no  late  hours.  You  concentrate  on  practicing  medi- 
cine with  a health  care  system  that’s  one  of  the  finest  in  the  world.  You’ll 
work  in  modern,  well-equipped  hospitals  and  clinics  with  the  most  up-to- 
date  technology. 

Also  included  are  excellent  programs  of  compensation,  opportunities 
for  professional  growth  and  specialization,  30  days  vacation  with  pay 
each  year,  full  medical  and  dental  care  and  more. 

With  the  Air  Force,  we  want  you  to  do  one  thing:  practice  medicine. 

We  would  like  to  provide  you  with  more  information  about  Air  Force 
medicine. 


Contact:  Ken  Gardner 

400  South  Clinton 
RO.  Box  1490 
Iowa  City,  IA  52244 


Call  Collect 
319/351-2076 


ipwmsL 

A great  way  of  life. 
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CLASSIFIED  ADVERTISING 


RADIOLOGY  — EXPANDING  DES  MOINES  BASED  RADIOLOGY 
GROUP  — interested  in  providing  radiology  services  to  an  additional 
hospital  within  a 50-mile  radius  of  Des  Moines.  All  group  members  are 
university  trained  and  AMA  board  certified.  Prefer  fee  for  service 
arrangements.  For  additional  information,  write  NO.  1546,  JOURNAL 
OF  THE  IOWA  MEDICAL  SOCIETY,  1001  Grand  Avenue,  West  Des 
Moines,  Iowa  50265. 


1983  CME  CRUISE/CONFERENCES  ON  LEGAL-MEDICAL  ISSUES 
— Caribbean,  Mexican  Riviera,  Alaska,  Mediterranean.  7, 10, 14  days  in 
January,  April,  July,  August.  Distinguished  professors.  18-24  CME 
CAT.  1 credits.  FLY  ROUNDTRIP  FREE  ON  CARIBBEAN,  MEXICAN, 
ALASKAN  CRUISES.  Excellent  group  fares  on  finest  ships.  Registration 
limited.  Tax  deductible  under  1976  Tax  Reform  Act.  Information:  Inter- 
national Conferences,  189  Lodge  Avenue,  Huntington  Station,  New 
York  11746.  516/549-0869. 


WOULD  YOU  SELL  YOUR  PRACTICE  FOR  A YEAR'S  SALARY  OR 
MORE?  Physicians  with  an  established  practice  in  key  areas  can  receive 
excellent  returns  if  they  decide  to  sell  their  practice.  For  more  informa- 
tion, call  FirstCare,  Inc.  816/587-1850. 


PRACTICE  OPPORTUNITIES  — Health  Resources  has  long-term 
career  opportunities  and  short-term  locum  tenens  positions  available. 
Please  send  CV  in  confidence  to:  Dr.  Ron  Hammerle,  Health  Resources, 
Ltd.,  River  Road  Professional  Bldg.,  Box  12220,  Kansas  City,  Missouri 
64152.  816/587-0920. 


SURGEON  RELOCATING  — 45-year-old,  board  certified,  university 
trained  general  surgeon  considering  relocation  due  to  breakup  of  present 
group.  Prefer  location  within  200-mile  radius  of  Omaha-Lincoln  area  and 
community  size  of  6,000  or  larger.  Address  your  inquiry  to  No.  1544, 
JOURNAL  OF  THE  IOWA  MEDICAL  SOCIETY,  1001  Grand  Avenue, 
West  Des  Moines,  Iowa  50265. 


FAMILY  PHYSICIAN  WANTED  — to  join  three  Board  Certified 
Family  Physicians  in  a young  and  growing  medical  practice  in  Central 
Minnesota.  The  practice  is  oriented  toward  Family  Practice  Medicine 
and  located  centrally  in  the  state  with  quick  access  to  the  Minneapolis- 
St.  Paul  area.  Both  practices  are  a short  distance  from  the  St.  Cloud  area 
and  our  physicians  use  the  St.  Cloud  Hospital  for  hospitalization  of  their 
patients.  Cultural  and  recreational  activities  are  abundant  in  this  area  of 
Minnesota.  The  salary  and  fringe  benefits  are  open  and  negotiable.  If 
interested,  please  contact  Thomas  J.  Newton,  M.D.,  Medical  Director,  or 
contact  Daryl  G.  Mathews,  Administrator,  at  either  the  St.  Joseph  or 
Cold  Spring  Medical  Clinics,  26  North  Red  River  Avenue,  Cold  Spring, 
Minnesota  56320,  or  call  collect  612/685-8641  or  612/363-7765  in  St. 
Joseph,  Minnesota. 


FAMILY  PRACTICE  PHYSICIAN/OR  PRIMARY  CARE  ORIENTED 
INTERNIST  — To  join  2 family  practice  physicians  and  a board  certified 
surgeon  in  a group  practice.  Located  in  a community  of  2,500  in  south- 
west Minnesota.  This  medical  clinic  is  supported  by  a modern  30-bed 
acute  care  hospital  and  138-bed  skilled  long  term  care  facility.  Guaran- 
teed first  year  income,  will  pay  travel  expenses  for  interview.  Interested 
physicians  send  curriculum  vitae  to  William  Wilson,  Administrator, 
Springfield  Community  Hospital,  P.  O.  Box  146,  Springfield,  Minnesota 
56087  or  call  Collect  507/723-4215  for  more  information. 


FOR  SALE  — Established,  solid  family/occupational  practice.  Suit- 
able for  2 or  3 young,  energetic  family  practitioners  and/or  general 
surgeons.  Available  practice  includes  building  and  grounds.  Confiden- 
tial replies  to  P.  O.  Box  51,  Des  Moines,  Iowa  50302. 


EENT  PRACTICE  FOR  SALE  — Located  in  a northwestern  Iowa  city. 
Excellent  opportunity  for  two  M.D.s  to  work  together  (1)  in  ophthalmol- 
ogy and  (1)  in  otolaryngology.  Contact  James  E.  Reeder,  Jr.,  M.D.,  430 
Davidson  Building,  Sioux  City,  Iowa  51101.  Phone  712/258-0125. 


BOARD  CERTIFIED  INTERNISTS  — with  busy  private  practice  seek 
internist  performing  general  internal  medicine.  Located  in  large  Iowa 
City.  Send  curriculum  vitae  or  direct  inquiries  to  No.  1547,  JOURNAL 
OF  THE  IOWA  MEDICAL  SOCIETY,  1001  Grand  Avenue,  West  Des 
Moines,  Iowa  50265. 


RURAL  GENERAL  PRACTICE  AVAILABLE  — Good  stable  com- 
munity. New  office  bldg.  Perfect  for  couple,  MD/PA  or  MD/NP.  Phone 
515/736-4401  or  515/736-2110  or  write  W.  E.  Owen,  M.D.,  St.  Ansgar, 
Iowa  50472. 


WANTED  — CHIEF  MEDICAL  OFFICER  — for  Department  of  Cor- 
rections in  Missouri.  Administrative  work  combined  with  medical 
duties.  Stable  employment  in  a middle  class  city.  Immediate  opening. 
Contact  Melvin  Gardner,  Personnel  Officer,  P.  O.  Box  236,  Jefferson 
City,  Missouri  65102. 


CARDIOLOGISTS,  NEUROLOGISTS,  & PULMONOLOGISTS  — 
are  invited  to  contact  Medical  Placement  Associates  for  information 
regarding  an  extremely  attractive  Midwestern  practice  opportunity.  This 
position  offers  a lucrative  income  in  an  aesthetically  appealing  commu- 
nity and  state-of-the-art  facility.  Please  call  collect  313/557-3350  or  for- 
ward your  c.v.  to  Medical  Placement  Associates,  18877  West  10  Mile, 
Suite  103,  Southfield,  Michigan  48075. 


OFFICE  GYNECOLOGIST  — FOR  STUDENT  HEALTH  SERVICE  — 
University  of  Iowa.  Salary  negotiable  and  competitive.  An  Equal  Oppor- 
tunity/Affirmative Action  Employer.  Send  application  and  vitae  to  Har- 
ley G.  Feldick,  M.D.,  Director,  Student  Health  Service,  Children's  Hos- 
pital Building,  Iowa  City,  Iowa  52242. 


INTERNIST/GENERALIST/FAMILY  PRACTITIONER  — Position 
available  in  300-bed  active  psychiatric  rural  hospital.  Fully  JCAH  accred- 
ited. Three-year  Psychiatric  Residency  Program.  All  treatment  modali- 
ties. Numerous  affiliated  educational  programs.  Near  metropolitan  and 
recreational  areas.  Relaxed,  low  crime,  low  turmoil  area.  Salary  range 
$52,000  to  $63,000  depending  upon  qualifications.  Good  fringe  package 
and  possibility  of  some  private  practice.  Position  involves  directing  a 
15-bed  medical  surgical  unit  and  provide  consultation  to  psychiatric 
staff.  Contact  Superintendent,  Mental  Health  Institute,  Independence, 
Iowa  50644.  Phone  319/334-2583.  Equal  Opportunity  Employer. 
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PULMONARY  MEDICINE 


PHYSICIANS’  DIRECTORY 


ALLERGY 


RICHARD  L.  COOLEY,  M.D. 
PARK  CLINIC 
MASON  CITY 
515/421-5677 


CARDIOLOGY 


CARDIOLOGY  CONSULTANTS,  P.C. 

A.  L.  CHUGHTAI,  M.D.,  F.A.C.C. 

M.  L.  KWATRA,  M.D. 

1069  FIFTH  STREET 
DES  MOINES  50314 
515/244-1352 
PRACTICE  LIMITED  TO 
CARDIOVASCULAR  DISEASES  — ALL 
INVASIVE  AND  NONINVASIVE 
PROCEDURES 


DERMATOLOGY 


ROBERT  J.  BARRY,  M.D. 

1030  FIFTH  AVE.,  S.E. 

CEDAR  RAPIDS  52403 
319/366-7541 

PRACTICE  LIMITED  TO  DISEASES, 
CANCER  AND  SURGERY  OF  SKIN 

ROGER  I.  CEILLEY,  M.D. 

J.  WILLIAM  HOLTZE,  M.D. 

1212  PLEASANT,  SUITE  402 
DES  MOINES  50309 
515/244-0136 

DERMATOLOGY,  DERMATOLOGIC 
SURGERY  AND  MOHS’ 
CHEMOSURGERY  FOR  SKIN  CANCER 

RANDALL  R.  MAHARRY,  M.D. 

1212  PLEASANT,  SUITE  406 
DES  MOINES  50309 
515/243-86766 

ROBERT  R.  SCHULZE,  M.D. 

3836  BEAVER 
DES  MOINES  50310 
515/277-6377 

DERMATOLOGY  AND  DERMATOLOGIC 
SURGERY 

S.  D.  MARTY,  M.D. 

P.  M.  SCHAP,  M.D. 

PARK  CLINIC 
MASON  CITY 
515/421-5620 


DERMATOPATHOLOGY 


ASSOCIATED  PATHOLOGISTS,  P.C. 
KINGSLEY  B.  GRANT,  M.D. 

DERMATOPATHOLOGY 

ROGER  C.  UNDO,  M.D. 

J.  MARTIN  JOHNSON,  M.D. 

1026  A.  AVENUE,  N.E. 

CEDAR  RAPIDS  52402 
319/369-7002 
ANATOMIC  AND  CLINICAL 
PATHOLOGY 


ELECTRODIAGNOSIS 


BURTON  STONE,  M.D. 

BURLINGTON  MEDICAL  CENTER 
2910  MADISON  AVENUE 
BURLINGTON  52601 
319/754-7841 

ELECTROMYOGRAPHY  & NERVE 
CONDUCTION  VELOCITY  STUDIES, 
PHYSICAL  MEDICINE  & 
REHABILITATION,  KLEIN 
REHABILITATION  UNIT 


GASTROENTEROLOGY 


DIAGNOSTIC  GASTROENTEROLOGY 
ASSOCIATES,  P.C. 

Y.  PRUSAK,  M.D. 

HARVEY  GILLER,  D.O. 

JEFFREY  STAHL,  M.D. 

943  19TH 
DES  MOINES  50311 
515/288-6097 
PRACTICE  LIMITED  TO 
GASTROENTEROLOGY  AND 
GASTROINTESTINAL  ENDOSCOPY 


HEMATOLOGY-ONCOLOGY 


JASJEET  SANGHA,  M.D. 

3118  BROCKWAY  ROAD 
WATERLOO  50701 
319/235-7774 

PRACTICE  LIMITED  TO  HEMATOLOGY 
AND  MEDICAL  ONCOLOGY 


INTERNAL  MEDICINE 


RALPH  R.  PRAY,  M.D.,  F.A.C.P. 

1221  CENTER  STREET,  SUITE  15 
DES  MOINES  50309 
515/282-8343 

CHEST,  INFECTIOUS 
DISEASES  & INTERNAL 
MEDICINE  ASSOCIATES,  P.C. 

ROGER  T.  LIU,  M.D. 

INTERNAL  MEDICINE  & PULMONARY 
DISEASES 

DANIEL  H.  GERVICH,  M.D. 

INTERNAL  MEDICINE  & INFECTIOUS 
DISEASES 

1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
DES  MOINES  50311 
24  HOUR  515/224-1777 


PULMONARY  MEDICINE,  P.C. 
STEVEN  K.  ZORN,  M.D. 
GREGORY  HICKLIN,  M.D. 
4060  WESTOWN  PKWY. 
WEST  DES  MOINES  50265 
515/225-8452 


LEGAL  SERVICES 


MARK  D.  RAVREBY,  M.D.,  J.D. 
1001  OFFICE  PARK  RD. 

WEST  DES  MOINES  50265 
515/225-2979 


NEONATOLOGY 


S.  SAHU,  M.D.,  F.A.A.P. 

S.  SIDDIQUI,  M.D. 

NEWBORN  SPECIALIST,  P.C. 
421  LAUREL 
DES  MOINES  50314 
24  HOUR  515/244-0377 


NEUROLOGY 


ALFREDO  D.  SOCARRAS,  M.D. 

421  LAUREL,  SUITE  408 
DES  MOINES  50314 
515/283-0605 

NEUROLOGY  & ELECTROMYOGRAPHY 

NEUROLOGICAL  ASSOCIATES  OF 
DES  MOINES,  P.C. 

MICHAEL  J.  STEIN,  D.O.,  JOSEPH  M.  DORO, 
D.O.,  DAVID  L.  FRIEDGOOD,  D.O. 

1440  EAST  GRAND  AVENUE,  SUITE  2-C 
DES  MOINES  50316 
515/262-3156 

NEUROLOGY,  ELECTROMYOGRAPHY, 
ELECTROENCEPHALOGRAPHY 


NEUROSURGERY 


NEURO-ASSOCIATES,  P.C. 

JOHN  T.  BAKODY,  M.D.,  ROBERT  C.  JONES, 
M.D.,  STUART  R.  WINSTON,  M.D. 

1034  FOURTH 
DES  MOINES  50314 
515/283-2217 
PRACTICE  LIMITED  TO 
NEUROSURGERY 

JAMES  R.  LAMORGESE,  M.D. 

1519  CENTER  POINT  RD.,  N.E. 

CEDAR  RAPIDS  52402 
319/366-0481 

PRACTICE  LIMITED  TO 
NEUROSURGERY 

HOSUNG  CHUNG,  M.D. 

SCHOITZ  MEDICAL  ARTS  CENTER 
2055  KIMBALL,  SUITE  155 
WATERLOO  50702 
319/232-8756 
PRACTICE  LIMITED  TO 
NEUROSURGERY 
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FRANK  M.  HUDSON,  M.D. 
1221  CENTER 
DES  MOINES  50309 
515/244-3174 

PRACTICE  LIMITED  TO 
NEUROSURGERY 


EUGENE  E.  HERZBERGER.  M.D. 
300  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/557-1550 

PRACTICE  LIMITED  TO 
NEUROSURGERY 


OPHTHALMOLOGY 


WOLFE  CLINIC,  P.C. 

OTIS  D.  WOLFE,  M.D.,  RUSSELL  H.  WATT,  M.D., 
JOHN  M.  GRAETHER,  M.D.,  RUSSELL  R. 
WIDNER,  M.D.,  GILBERT  W.  HARRIS.  M.D.. 
JAMES  A.  DAVISON,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1565 

OPHTHALMIC  ASSOCIATES,  P.C. 

ARTHUR  C.  WISE,  M.D.,  ROBERT  D.  WHINERY, 
M.D.,  STEPHEN  H.  WOIKEN,  M.D. 

2409  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3623 


NORTH  IOWA  EYE  CLINIC,  P.C. 
ADDISON  W.  BROWN,  JR.,  M.D., 
MICHAEL  L.  LONG,  M.D. 

3121  4TH  STREET,  S.W. 

P.O.  BOX  1481 
MASON  CITY  50401 
515/423-8861 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA,  M.D.,  JAMES  W.  WHITE, 
M.D.,  GERALD  J.  COLLINS,  M.D.,  JAMES  E. 
SPODEN,  M.D. 

310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 


IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 
ROBERT  T.  BROWN,  M.D.,  ROBERT  G.  SMITS, 
M.D.,  EUGENE  PETERSON,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 

OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

939  OFFICE  PARK  RD„  SUITE  121 
WEST  DES  MOINES  50265 
515/225-8665 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

THOMAS  OKNER,  M.D. 

PHILIP  SCHEINBERG,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 

EAR,  NOSE  AND  THROAT  SURGERY, 
HEAD  AND  NECK  SURGERY,  FACIAL 
PLASTIC  SURGERY 


PHILLIP  A.  LINGUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


ORTHOPEDICS 


STEINDLER  ORTHOPEDIC  CLINIC 
WEBSTER  B.  GELMAN,  M.D.,  GERALD  W.  HOWE, 
M.D.,  JAMES  J.  PUHL,  M.D.,  EDWARD  A. 
DYKSTRA,  M.D.,  MICHAEL  M.  DURKEE,  M.D. 
2403  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3606 


PATHOLOGY 


CLINICAL  PATHOLOGY  LABORATORY 

C.  H.  DENSER,  JR.,  M.D.,  M.  A.  MESERVEY, 

M.D.,  A.  R.  PRADHAN,  M.D. 

1073  FIFTH 

DES  MOINES  50314 

515/283-1578 

Iowa  IN-WATS  800/362-5290 

SURGICAL  PATHOLOGY,  CLINICAL 
PATHOLOGY  INCLUDING 
HEMATOLOGY,  CLINICAL  CHEMISTRY 
AND  BACTERIOLOGY  — EXFOLIATIVE 
CYTOLOGY  — RADIOISOTOPES 

PATHOLOGY  ASSOCIATES,  P.C. 

ORLYN  ENGELSTAD,  M.D., 

HARRY  J.  KASSIS,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 
MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY. 


CLINICAL  LABORATORIES 

D.  W.  POWERS,  M.D.,  L.  C.  PANG,  M.D., 

C.  P.  GRYTE,  M.D. 

P.O.  BOX  1683 
AMES  50010 
515/233-2316 

CONSULTATION  IN  LABORATORY 
MEDICINE  AND  PATHOLOGY 


PSYCHIATRY 


J.  C.  N.  BROWN,  M.D. 
2416  TOWNCREST  DR. 
IOWA  CITY  52240 
319/338-7941 


SATTERFIELD  PSYCHIATRIC  ASSOCIATES,  P.C. 
2928  HAMILTON  BLVD. 

SIOUX  CITY  51 104 

712/277-2379 

800/352-4962 

PSYCHIATRIC  THERAPY  — ALL  AGES 

RICHARD  E.  PRESTON,  M.D. 

1221  CENTER  SUITE  8 
DES  MOINES  50309 
515/283-1221 

PRACTICE  LIMITED  TO  PSYCHIATRY  & 
NEUROLOGY 


CEDAR  CENTRE  PSYCHIATRIC  GROUP 
R.  PAUL  PENNINGROTH,  M.D.,  ROBERT  W. 
SHULTICE,  M.D.,  HUNTER  H.  COMLY,  M.O. 
CEDAR  RIVER  TOWER,  SUITE  133 
CEDAR  RAPIDS  52401 
319/365-3993 

ADULT  AND  CHILD  PSYCHIATRY 


JEAN  ARNOLD,  M.D.,  F.A.P.A. 
412  TENTH  AVENUE,  BOX  5036 
CORALVILLE  52241 
319/351-4196 

THERAPY— ALL  AGES 
COUPLE  COUNSELING 


ASSOCIATES  FOR  PSYCHIATRY  P.C. 

WM.  J.  MOERSHEL,  M.D.;  CHAS.  G.  WELLSO, 
M.D.;  EDICK  HARTUNIAN,  M.D.;  S.  ORTEGA, 
M.D.;  FRANCIS  A.  VASQUEZ,  M.D. 

717  A AVENUE,  N.E. 

CEDAR  RAPIDS  52402 
319/364-0116 

Telephone  answered  day  or  night 

ADULT  AND  CHILD  PSYCHIATRY 
MARRIAGE  AND  FAMILY  COUNSELING 
PSYCHOLOGICAL  TESTING 


SURGERY 


A.  B.  GRUNDBERG,  M.D. 

1515  LINDEN 

DES  MOINES  50309 

515/288-5759 

ORTHOPAEDIC  SURGERY,  SURGERY  OF 
THE  HAND 

N.  K.  PANDEYA,  D.O.,  P.C. 

1440  E.  GRAND,  SUITE  2B 
DES  MOINES  50316 
515/265-4251 

PLASTIC  SURGERY,  RECONSTRUCTIVE 
SURGERY  AND  HAND  SURGERY 

PLASTIC  SURGERY  INSTITUTE,  P.C. 

JAMES  0.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICRQVASCULAR  PLASTIC  SURGERY 

WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 

FACIAL  PLASTIC  AND 
RECONSTRUCTIVE  SURGERY 

SINESIO  MISOL,  M.D. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515/244-7272 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


UROLOGY 


A.  W.  WOODWARD,  M.D. 

31 16  BROCKWAY  RD. 
WATERLOO  50702 
319/236-3435 

PRACTICE  LI  Ml  TED  TO 
UROLOGY 
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In  The 

Public  Interest 


Iowa  Cost 
Study  Report 

Atopic  of  interest  in  Iowa  health  care  delivery 
is  touched  on  each  month  in  this  space.  Some 
subjects  are  more  important  than  others,  obviously. 

This  month's  subject  ranks  high  on  the  impor- 
tance scale.  What  follows  is  a necessarily  cursory 
look  at  the  final  report  of  the  Governor's  Commis- 
sion on  Health  Care  Costs.  The  report  was  distrib- 
uted in  October  as  a 51-page  booklet.  It  deserves 
elaboration  beyond  that  possible  within  this  one- 
page  boundary. 

The  Commission  offers  principles,  recommenda- 
tions, corollaries,  etc.,  covering  main  sectors  of  the 
Iowa  health  care  industry.  They  go  a bit  beyond 
light  reading.  While  comprehensible  to  most 
attuned  providers  and  informed  followers  of  health 
care,  the  report  is  spiced  with  various  thought- 
wrenching  phrases,  e.g.,  horizontally  and  vertically 
integrated  organizations  . . . service  stratification  . . . 
hospital-specific  pr ice/ charge  and  the  like.  To  its  credit, 
there  is  a short  glossary. 

To  back  up,  for  those  only  passingly  familiar,  the 
Governor's  Commission  came  together  as  an  11- 
member  unit  in  April,  1981.  The  one  physician 
member  was  William  Bliss,  M.D.,  Ames  surgeon 
and  IMS  past-president.  Over  the  ensuing  16 
months,  the  body  divided  itself  and  augmented 
itself.  It  functioned  in  work  groups  and  task  forces 
to  review  "aspects  of  competition,  regulation,  hos- 
pital and  physician  payment,  utilization  review, 
long  term  care,  mental  health,  substance  abuse, 
primary  care,  and  data  needs,  as  they  are  related  to 
the  organization,  financing  and  delivery  of  health 
care." 

The  Commission  carried  from  its  starting  blocks 
the  widely  accepted  premise  that  Iowa  is  the  victim 
of  a serious  countrywide  health  care  cost  problem. 
However,  current  accessibility  of  Iowans  to  quality 
care  was  seemingly  accepted  as  a given.  The  Com- 
mission report  concentrates  most  heavily  on  mea- 
sures that  will  constrict  costs.  As  for  quality,  the 
report  says,  "The  Commission  feels  strongly  that 
the  rate  of  use  of  hospitals  can  be  reduced  signifi- 
cantly with  associated  costs  without  risk  to  the 


population."  How  far  the  realignment  of  health 
care  services,  and  the  adjunctive  payment  method- 
ologies, can  go  in  the  interest  of  economy  is,  as  we 
used  to  say,  the  $64  question. 

The  Commission  heralds  the  persisting  health 
care  debate  between  proponents  of  a stringently 
regulatory  environment  and  one  where  competi- 
tion is  left  as  the  key  incentive  to  contain  cost  in- 
creases. The  complexity  of  the  issue  is  acknowl- 
edged. The  need  is  cited  for  access  to  precise  data  or 
information  to  help  foster  positive  market  forces. 
But,  in  sum,  the  Commission  takes  a statesmanlike 
posture,  saying  we  should  have  a proper  mix  of 
regulation  and  market  forces. 

The  executive  summary  of  the  Commission  re- 
port dwells  on  urgency  and  sets  out  8 recommenda- 
tions to  be  accomplished  in  one  year.  These  include 
revising  the  Iowa  certificate  of  need  law;  altering 
the  Blue  Cross  reimbursement  formula;  developing 
a Blue  Shield  mechanism  to  limit  changes  in  cus- 
tomary charges;  forming  a consortium  to  conduct  a 
relative  value  study;  expanding  the  list  of  ambula- 
tory care  surgical  procedures;  developing  indi- 
vidual provider  profiles  for  use  in  the  utilization 
review  system;  establishing  a statewide  hospital 
pricing  data  clearinghouse;  and  implementing  use 
of  the  uniform  hospital  billing  form  (UB-82).  Other 
necessary  near-future  goals  include  experimental 
hospital  and  physician  payment  programs;  an  ex- 
perimental payment  program  for  the  full  range  of 
long  term  care  service;  and  development  of  a health 
promotion  organization. 

Obviously,  these  few  descriptive  words  give  only 
a clue  to  what  is  intended.  Study  of  the  full  report 
helps,  but  even  then  further  elaboration  is  needed. 

The  leadership  of  the  state's  medical  profession, 
as  represented  by  the  Iowa  Medical  Society  Board 
of  Trustees,  has  already  spent  parts  of  several  days 
evaluating  the  Commission  recommendations. 
Various  legal  ramifications  and  corollative  policy 
positions  have  been  identified.  The  interest  of  the 
IMS  will  remain  keen  as  the  Commission  bounces 
the  ball  into  the  court  of  the  new  Health  Policy 
Corporation  of  Iowa.  The  HPCI  is  assigned  to  moni- 
tor implementation  of  the  Commission  recom- 
mendations. 
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A REVIEW  OF  REVIEW 

We  are  well  into  the  modem  peer/utiliza- 
tion review  era.  This  is  irrefutable.  For 
some  physicians  it  has  become  an  imposing 
and  complex  environment.  Why  is  this  so? 

After  all,  physicians  must  try  to  make  each 
chapter  in  medical  history  better  than  the  pre- 
vious one.  We  have  a duty  to  see  that  quality, 
quantity  and  economics  join  the  medical  main- 
road  at  the  right  points.  Acknowledging  this, 
most  physicians  will  say  they  get  only  limited 
satisfaction  from  personal  participation  in  re- 
view activity,  but,  when  asked,  most  of  us 
agree  it  is  important  for  the  profession  to  be  so 
engaged.  Again,  then,  why  are  we  apprehen- 
sive? 

We  all  agree  that  peer  review  is  essential,  but 
inconsistency,  outside  control,  rationalization 
for  breaking  the  code  of  strict  confidentiality  of 
medical  information  all  appear  to  contribute  to 
the  confusion. 

Fundamentally,  the  inpatient  UR  process 
has  its  base  with  the  hospital  medical  staff.  The 
functions  performed  here  have  a voluntary/ 
mandatory  blend.  Some  are  performed  at  the 
direction  of  state  and  federal  review  agencies; 
some  are  at  the  behest  of  third  party  payors 
and  corporate  entities  acting  in  response  to 
economic  pressures;  historically,  most  have 
been  directed  voluntarily  by  physicians  under 
a commitment  made  by  the  profession  to  quali- 
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ty  care  in  appropriate  amount  for  a fair  return. 
This  commitment  is  affirmed  by  the  IMS 
House  of  Delegates. 

Today's  review  circumstances  are  made 
additionally  complex  by  changing,  but  as  yet 
not  fully  resolved,  legal  and  regulatory  re- 
quirements for  quality  assurance.  Then  there 
are  the  antitrust  ramifications  associated  with 
fee  review. 

Medical  peer  review  has  to  be  a local  physi- 
cian function.  But,  too,  it  is  an  activity  which 
can  lend  itself  to  differing  approaches  among 
distinct  medical  communities.  This  said,  we 
must  then  deal  with  the  need  for  conformance, 
comparison  and  evaluation. 

The  entire  subject  needs  our  most  thought- 
ful contemplation.  We  need  continually,  but 
now  particularly,  within  our  state  and  county 
medical  societies  to  assess  our  role  in  peer  re- 
view. By  so  doing,  we  will  discharge  our  re- 
sponsibility to  patients  individually,  to  the 
public  generally,  and  to  the  profession  as  well. 

For  a good  review  of  today's  peer  review 
milieu  IMS  members  are  directed  to  the  1982 
report  of  the  AM  A Council  on  Medical  Service. 
It  sets  forth  nine  principles  for  voluntary  peer 
review;  for  example,  one  declares:  Physicians 
involved  in  peer  review  should  be  representatives  of 
the  medical  community;  participation  must  be  struc- 
tured to  maximize  the  involvement  of  the  medical 
community.  Any  peer  review  process  must  provide 
for  consideration  of  the  views  of  individual  physi- 
cians, groups  of  physicians  or  institutions  under 
review. 

Hormoz  Rassekh,  M.D. 

President 


December  1982  / 481 


THINGS  YOU  SHOULD  KNOW 


GOOD  WISHES  OF  THE  SEASON  The  officers  and  administrative  staff  of  the 

Iowa  Medical  Society  extend  good  wishes  for 

the  holiday  season  and  the  year  ahead. 


82/83  IOWA  PHYSICIAN  CONCERN  This  IMS  program  was  initiated  November  16  with 

a mailing  to  member  physicians  and  a public  an- 
nouncement the  following  day.  The  program's  basic  purpose  is  to  request  Society  mem- 
bers to  redeclare  their  willingness  to  aid  patients  experiencing  economic  hardship  be- 
cause of  unemployment  or  other  loss  of  income.  The  11/16  mailing  included  a letter 
from  President  Rassekh,  a folder  and  poster  for  patient  reading,  and  guidelines  a 
county  medical  society  might  follow  in  establishing  a temporary  local  program  to  see 
that  medical  care  is  furnished  where  a financial  need  is  identified  and  government  sup- 
port is  unavailable. 

GENERAL  ASSEMBLY  OPENS  New  Republican  Governor  Terry  Branstad  will  join 

Iowans  in  viewing  the  opening  of  the  Democrat  con- 
trolled General  Assembly  January  10.  The  Iowa  Senate  will  have  a 28  to  22  Democrat  major- 
ity; the  House  will  have  a 60  to  40  Democrat  plurality.  This  changed  configuration  will 
present  challenges  for  the  lawmakers  and  for  most  specific  groups,  including  medicine. 

IMS/AETNA  COVERAGE  BOOST  Beginning  2/1/83,  premiums  paid  for  coverage 

under  the  IMS/Aetna  Liability  Insurance  Program 
will  increase  by  20%.  The  six-year  program  has  seen  two  years  of  rate  decreases,  one 
year  of  no  change,  and  three  years  of  rate  increases.  The  1982  annual  report  of  the 
program  was  presented  to  the  IMS  Medico-Legal  Committee  October  27  and  accepted  by  that 
body.  The  report  shows  a significant  increase  in  both  number  and  severity  of  claims. 

New  in  1983  will  be  the  availability  of  prior  acts  coverage  to  assist  interested  physi- 
cians with  claims  made  coverage  in  converting  to  the  IMS/Aetna  program.  Also,  the  Aetna 
has  added  an  additional  year  to  the  guarantee  of  coverage  taking  it  to  1986.  The  new 
Interest  Income  Sharing  Plan,  initiated  in  1982,  had  accumulated  $129,003  through  its 
first  two  quarters.  This  money  will  be  paid  to  insureds  if  the  claim  experience  permits. 

USE  OF  WENNBERG  DATA  Activity  is  being  undertaken  cooperatively  by 

the  IMS  and  Iowa  Hospital  Association  to  encour- 
age and  help  Iowa  hospitals  understand  and  use  for  educational  purposes  data  from  the 
recent  Wennberg  utilization  study  conducted  recently  under  the  auspices  of  the  Iowa 
Voluntary  Cost  Containment  Committee. 

LEGISLATIVE  COST  COMMITTEE  At  its  final  meeting  11/16,  the  Health  Care  Cost 

Joint  Subcommittee  of  the  Iowa  General  Assembly 
okayed  4 draft  bills  to  go  to  standing  committees  in  January.  These  proposals  would 
(a)  create  a health  data  commission,  (b)  provide  for  a subscriber  majority  on  health  ser- 
vice corporation  boards,  (c)  remove  barriers  to  hospital  employment  of  physicians  in 
charge  of  x-ray  or  lab  facilities,  and  (d)  allow  Blue  Cross  to  contract  with  ambulatory 
surgical  facilities. 

1983  IMS  HEALTH  PROGRAM  RATES  1983  rates  for  the  Statewide  Physicians  Health 

Program  will  go  up  34.9%.  Depending  on  the 

option  in  effect,  monthly  rates  for  family  coverage  will  range  from  $100.78  to  $213.62; 
the  rates  for  single  coverage  will  range  from  $56.95  to  $80.66.  The  1983  increases  may 
cause  some  insureds  to  consider  moving  from  a higher  to  a lower  level  option  (thus  low- 
ering premiums  while  increasing  deductibles).  This  transfer  activity  will  be  possible 
during  the  90-day  open  enrollment  period  starting  January  1.  Program  improvements  in- 
clude provision  for  two  options  within  an  office  or  clinic;  also  a second  dental  option. 

INPATIENT  SUBSTANCE  ABUSE  The  Health  Policy  Corporation  of  Iowa  has  reaf- 

firmed a policy  opposed  to  adding  any  acute  care 
beds  in  the  state.  This  reaffirmation  is  prompted  by  expressed  interest  in  additions  to 
inpatient  substance  abuse  bed  capacity.  Similarly,  HPCI  has  reiterated  support  for  this 
treatment  being  provided  in  the  most  cost  effective  setting. 
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! QUESTIONS 
1 -ANSWERS 

KEN  STULTS,  P.A. 

Iowa  City,  Iowa 

EMERGENCY  CARE 
FOR  CORONARY  PATIENTS 


These  comments  about  pre-hospital  emergency 
coronary  care  in  Iowa  are  furnished  by  the  director  of 
the  Emergency  Medical  Services  Learning  Center  at 
University  of  Iowa  Hospitals  and  Clinics. 


How  do  you  compare  Iowa  with  other  states  in 
providing  pre-hospital  emergency  coronary 
care? 

Many  states  began  developing  pre-hospital 
emergency  care  systems  several  years  before 
Iowa.  However,  especially  where  cardiac  care 
is  concerned,  these  efforts  have  been  directed 
almost  exclusively  at  developing  paramedic 
level  services  in  larger  urban  centers.  In  Iowa, 
while  we  are  currently  making  significant 
headway  in  the  development  of  paramedic  ser- 
vices in  our  cities,  we  are  also  concerned  with 
developing  effective  advanced  care  systems  in 
our  rural  areas.  If  we  are  successful  in  our 
current  efforts,  Iowa  could  become  a national 
model  for  rural  emergency  cardiac  care. 

Twenty-three  rural  Iowa  communities  are 
now  participating  in  an  experimental 
emergency  heart  attack  care  program.  What 
should  Iowa  physicians  know  about  this  pro- 
gram? 

The  purpose  of  this  study  is  to  evaluate  a 
method  of  delivering  effective  pre-hospital 


care  to  cardiac  arrest  victims  in  small  and 
medium-sized  communities.  Until  now  the 
only  approach  available  was  to  establish  EMT- 
II  or  EMT-Paramedic  level  services.  This  level 
of  provider,  however,  requires  hundreds  of 
hours  of  training,  usually  away  from  the  com- 
munity. Not  only  are  such  services  very  expen- 
sive, especially  for  volunteer  crews,  but  they 
involve  a wide  range  of  complex  skills  which 
are  difficult  to  learn  and  even  more  difficult  to 
maintain  when  used  only  infrequently. 

The  method  we  are  currently  looking  at, 
EMT-Defibrillation,  involves  a single  skill 
which  can  be  learned  in  a two-day  training 
session  conducted  in  the  local  community. 
Skill  proficiency  can  be  maintained  through 
monthly  practice  on  simulated  cardiac  arrests 
using  electronic  training  equipment  designed 
for  this  purpose.  The  question  to  be  answered, 
of  course,  is  whether  defibrillation,  when  iso- 
lated from  all  other  components  of  advanced 
care,  can  significantly  improve  survival  from 
out-of-hospital  cardiac  arrests.  We  are  not  only 
attempting  to  answer  this  question,  but  in  the 
process,  trying  to  determine  the  most  effective 
methods  of  both  initial  skill  training  and  on- 
going skill  maintenance. 

Under  the  study,  EMTs  in  18  of  the  participat- 
ing towns  are  trained  to  perform  cardiac  de- 
fibrillation prior  to  transportation.  What  do 
you  expect  or  hope  the  1983  study  results  to 
show? 

In  a year-long  survey  of  basic  level  ambu- 
lance services  conducted  by  the  EMSLRC  be- 
tween July,  1979  and  June,  1980,  it  was  deter- 
mined that  no  more  than  3%  of  cardiac  arrest 
victims  are  currently  surviving  to  leave  the 
hospital  in  rural  Iowa.  Any  improvement  in 
this  dismal  statistic  would  make  our  efforts 
worthwhile.  We  felt  when  we  started  it  might 
be  possible  to  improve  survival  to  as  high  as 
15%  overall.  I am  hopeful  the  final  results  will 
show  not  only  that  this  can  be  achieved,  but 
that  it  can  be  achieved  in  a manner  that  is  both 
cost-effective  and  safe. 

Tell  us  briefly  about  the  Seattle  program. 

Seattle,  of  course,  is  a large  city.  It  is  a part  of 
even  larger  King  County.  It  involves  a densely 
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“How  ami 
supposed  to  control 
health  care  costs 
if  you  can’t?” 


■ The  answer  is  simple.  You  can’t.  At  least,  not 
alone.  Neither  can  we.  Alone. 

The  answer  lies  in  cooperative  involvement. 

That’s  why  we’ve  helped  establish  — or  in  many 
cases  helped  hind  — several  groups  whose  objectives  are 
to  improve  Iowa’s  health  care  delivery  system,  and  find 
ways  to  provide  quality  health  care  at  an  affordable  cost. 

These  groups  include  the  Governor’s  Commission 
on  Health  Care,  Iowa  Business  Labor  Coalition,  Iowa 
Voluntary  Cost  Containment  Committee,  Health  Policy 
Corporation  of  Iowa,  and  others. 

We  continue  to  pursue  cost  containment  efforts  with 
the  Iowa  Medical  Society,  the  Iowa  Hospital  Association, 
and  other  groups. 

You  can  help,  too.  By  using  Iowa’s  health  care  system 
as  wisely  as  possible. 

That  means  utilizing  outpatient  services  whenever 
medically  appropriate. 

It  means  getting  involved  in  local  community  health 
planning  efforts. 

And  it  means  taking  better  care  of  yourself. 

Working  together,  we  can  have  an  impact  on  the  cost  of 
health  care  in  Iowa. 

But  it  won’t  happen  overnight.  And  it  won’t  be  easy. 
Because  changing  habits  never  is. 

To  learn  what  more  we’re  doing  to  control  costs  — 
and  what  more  you  can  do  — talk  to  Blue  Cross  and  Blue 
Shield  of  Iowa  soon. 


Blue  Cross 
Blue  Shield 

of  Iowa 

Des  Moines/Sioux  City 
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Solitary  Benign  Rectal  Ulcer 
In  Elderly  Women 


HUBERT  J.  VAN  PEENEN,  M.D., 
LINDA  K.  BICKERSTAFF,  M.D.,  and 
JOSEPH  P.  CALLAGHAN,  M.D. 
Decorah,  Iowa 


This  paper  presents  seven  cases  of  benign  solitary  ulcer 
of  the  rectum  or  rectosigmoid  discovered  over  a five  year 
period  in  a small  rural  community  hospital.  None  of 
them  meet  the  criteria  of  the  specific  entity.  All  of  the 
patients  were  middle-aged  or  elderly  women  with 
minimal  or  no  rectal  bleeding.  In  two  of  them  the  ulcer 
was  clearly  related  to  cardiovascular  medication  and  in 
three  others  there  was  a common  history  of  ingestion  of 
hydrochlorothiazide.  None  of  them  had  a prolonged 
course  or  serious  complication. 


Solitary  benign  ulcer  of  the  rectum  or  rec- 
tosigmoid is  a fairly  common  cause  of  rec- 
tal bleeding  and  is  often  found  incidentally 
during  proctosigmoidoscopic  examination. 

The  causes  are  diverse  although  most  recent 
literature  discusses  only  the  syndrome  de- 
scribed by  Haskell  and  Rovner1  and  fully  char- 
acterized in  a large  English  series  by  Madigan 
and  Morson.2 

This  paper  presents  7 cases  of  benign  soli- 
tary ulcer  discovered  at  Winneshiek  County 

The  authors  are  in  the  private  practice  of  medicine  in  Decorah  and  are 
on  the  staff  of  the  Winneshiek  County  Memorial  Hospital. 


Memorial  Hospital  (WCMH)  in  the  past  5 
years.  None  of  the  7 fit  into  the  syndrome  of 
Madigan  and  Morson. 

All  of  the  patients  are  elderly  women  rather 
than  young  adults  of  both  sexes.  The  charac- 
teristic histological  pattern  is  not  present.  The 
course  of  the  illness  has  been  benign  and 
usually  short-lived  rather  than  of  many  years' 
duration. 

Some  of  the  cases  are  clearly  related  to 
medication  while  others  may  belong  to  a new 
entity. 

CASE  REPORTS 

Seven  cases  of  solitary  benign  ulceration  or 
pre-ulceration  of  the  rectum  or  rectosigmoid 
were  biopsied  at  WCMH  from  1976  to  1981.  All 
patients  were  white  women  and  resided  in  the 
local  trade  area  of  approximately  25,000  peo- 
ple. None  had  a history  of  frequent  enema 
usage  or  of  laxative  abuse  and  none  had  overt 
rectal  prolapse.  Only  one  had  hemorrhoids. 

Case  1 — Age  69 

Medications  — naproxen,  methylDOPA, 
hydrochlorothiazide,  propranolol,  quinidine 

Concomitant  Illnesses  — hypertension, 
duodenal  peptic  ulcer,  atrial  tachycardia 

Presenting  Symptoms  — liquid  diarrhea  with- 
out detectible  bleeding,  leg  cramps,  listless- 
ness 

Proctosigmoidoscopy  — single  anterior  rectal 
ulcer,  distance  not  specified 

Histology  — sharply  delimited  necrotic  ulcer 


THE  IOWA  MEDICAL  FOUNDATION  HAS  DESIGNATED  THIS  ARTICLE  AS  THE  HENRY  ALBERT 
SCIENTIFIC  PRESENTATION  FOR  THE  MONTH  OF  DECEMBER  1982 
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of  mucosa  with  neutrophilic  infiltrate  in  adja- 
cent viable  mucosa 

Barium  Enema  — within  normal  limits 
Course  — quinidine  discontinued,  prompt 
improvement 

Case  2 — Age  73 

Medications  — digoxin 

Concomitant  Illness  — congestive  heart  failure 
presently  well  controlled 

Presenting  Symptoms  — intermittent  cramps 
and  diarrhea  for  four  months  with  small 
amounts  of  rectal  bleeding 

Pertinent  Laboratory  Findings  — serum 
sodium  126  mEq/Li,  potassium  2.6  mEq/Li 
Proctosigmoidoscopy  — anterior  sharply- 
localized  area  of  hemorrhage,  distance  not 
specified 

Histology  — organizing  intramucosal  hemor- 
rhage with  siderophages,  edema  and  a light 
inflammatory  infiltrate  of  eosinophils  and  plas- 
ma cells  with  early  ulceration 
Barium  Enema  — diverticulosis 
Course  — digoxin  dose  reduced,  electrolyte 
problem  corrected,  all  symptoms  disappeared, 
no  recurrence 

Case  3 — Age  46 
Medications  — none 

Concomitant  Illness  — multiple  psychophys- 
iologic  complaints 

Presenting  Symptom  — rectal  bleeding 
Proctosigmoidoscopy  — anterior  focal 
hyperemia  at  16  centimeters 

Histology  — superficial  edema  and  focal  ne- 
crosis of  mucosa  with  heavy  infiltrate  of  eosin- 
ophils and  plasma  cells 

Barium  Enema  — within  normal  limits 
Course  — bleeding  disappeared  within  6 
weeks  and  has  not  recurred. 

Case  4 — Age  80 

Medications  — chlorthalidone 
Concomitant  Illness  — mild  hypertension, 
acute  depressive  episode 

Presenting  Symptom  — acute  depression,  no 
intestinal  symptoms  or  rectal  bleeding 

Proctosigmoidoscopy  — 0.5  centimeter  plaque 
on  anterior  rectal  wall,  distance  not  specified 
Histology  — superficial  mucosal  ulceration, 
hyperemia  and  infiltration  with  neutrophils 
Barium  Enema  — diverticulosis 
Course  — improvement  of  depression,  no 
intestinal  symptoms  developed 


Case  5 — Age  83 

Medications  — hydrochlorothiazide,  papav- 
erine 

Concomitant  Illness  — mild  hypertension 
Presenting  Symptoms  — 30  pound  weight  loss 
over  4 months,  alternating  constipation  and 
diarrhea,  no  rectal  bleeding 

Proctosigmoidoscopy  — circumferential 
hemorrhagic  ulcer  1-2  centimeters  in  width, 
distance  not  specified 

Barium  Enema  — diverticulosis 
Course  — steady  improvement  with  stabi- 
lization of  weight 

Case  6 — Age  87 

Medications  — hydrochlorothiazide,  digoxin 
Concomitant  Illnesses  — resection  of  "intesti- 
nal hemangioma"  2 years  previously,  conges- 
tive heart  failure,  well-controlled 

Presenting  Symptoms  — "colitis"  of  many 
years  duration  with  intermittent  mild  rectal 
bleeding 

Proctosigmoidoscopy  — sharply  limited  ante- 
rior ulcer  at  12  centimeters 

Histology  — necrotic  ulcer  of  entire  thickness 
of  mucosa,  hyperemia,  edema  and  neutro- 
philic infiltrate  of  adjacent  tissue 

Barium  Enema  — within  normal  limits 
Course  — continues  mild  bleeding 

Case  7 — Age  79 

Medications  — hydrochlorothiazide,  pheno- 
barbital  and  belladonna 

Concomitant  Illnesses  — mild  hypertension, 
hemorrhoids 

Presenting  Symptoms  — small  amount  of 
gross  blood  in  stools  for  3-4  months 
Proctosigmoidoscopy  — "granular  colitis"  cir- 
cumferentially at  18-22  centimeters 

Histology  — surface  ulceration,  heavy  infil- 
trate of  plasma  cells,  eosinophils  and  neu- 
trophils 

Barium  Enema  — within  normal  limits 
Course  — continues  mild  bleeding 

None  of  these  patients  had  the  distinctive 
histologic  picture  of  periglandular  fibroblastic 
proliferation  described  by  Madigan  and  Mor- 
son  or  by  Gad,3  nor  did  they  have  colitis  cystica 
profunda.4 

DISCUSSION 

Two  kinds  of  benign  solitary  ulceration  of 
the  rectum  have  been  described  in  recent  liter- 
ature, the  syndrome  of  Madigan  and  Morson 
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and  colitis  cystica  profunda  which  is  probably 
very  closely  related  to  it.  We  were  unable  to 
find  any  patients  who  had  either  condition. 

The  syndrome  of  Madigan  and  Morson 
seems  to  be  related  to  dysfunction  and  incoor- 
dination of  the  internal  sphincter  and  pubococ- 
cygeus  muscles,  to  occur  most  frequently  in 
young  adults  and  to  have  a very  chronic 
course.  The  ulcers  are  localized  to  the  anterior 
rectal  wall  between  4 and  12  centimeters  from 
the  anal  verge  and  are  often  on  a valve  of  Hous- 
ton. More  than  one  ulcer  may  be  present  with- 
in a circumscribed  area  and  some  ulcers  are 
circumferential.  An  early  "pre-ulcerative" 
plaque  may  occur  in  the  same  location. 

The  presenting  symptom  is  always  rectal 
bleeding,  the  severity  of  which  seems  to  corre- 
late with  the  extent  and  depth  of  the  ulcer.  The 
patients  have  a high  incidence  of  hemorrhoids 
and  of  rectal  prolapse. 

Local  treatment  is  ineffective  and  sometimes 
harmful.  A few  patients  suffer  severe  com- 
plications such  as  exsanguinating  hemorrhage 
or  stricture  and,  on  occasion,  operative  proce- 
dures for  rectal  prolapse  have  been  recom- 
mended for  cure.* 1 2 3 4 5 

A characteristic  histological  lesion,  fibrosis 
and  smooth  muscle  cells  radiating  from  the 
muscularis  mucosae  to  surround  mucosal 
glands,  is  seen  both  in  these  patients  and  in 
many  others  with  non-ulcerating  prolapse. 
Some  authors  feel  its  presence  is  necessary  for 
diagnosis.2,  3 

Other  causes  of  benign  solitary  rectal  ulcer 
have  been  overlooked  in  the  medical  literature 
since  the  description  of  this  syndrome.  Yet,  in 
community  hospital  practice  they  seem  to  be 
much  more  important  as  this  series  shows. 

Cases  1 and  2 were  clearly  drug  related,  the 
former  to  quinidine  and  the  latter  to  digoxin. 
Cases  3 and  4 are  preulcerative  states  of  un- 
known etiology.  It  is  difficult  to  relate  them  to 
cases  5,  6,  and  7 which  have  a number  of  traits 
in  common  and  may  represent  a specific  entity 
of  their  own.  All  were  older  than  any  case  of 
Madigan  and  Morson,  all  were  female,  all  were 
taking  hydrochlorothiazide,  and  all  have  had 
minimal  symptoms.  Their  lesions  were  in  the 
rectosigmoid  rather  than  in  the  area  of  the 
valve  of  Houston  and  there  was  no  suggestion 
of  rectal  prolapse,  either  overt  or  occult.  Unfor- 
tunately, since  so  many  patients  in  this  age 
group  take  hydrochlorothiazide,  it  is  not  possi- 
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ble  to  prove  or  even  suggest  a causal  rela- 
tionship of  drug  to  ulceration. 

It  is  important  to  differentiate  cases  like 
these  from  those  usually  grouped  under  the 
name  "benign  solitary  ulcer  of  the  rectum" 
since  their  prognosis  for  duration  and  severity 
of  disease  is  so  much  better. 

CONCLUSION 

Seven  cases  of  benign  solitary  rectal  ulcer  are 
described.  All  were  elderly  women  with 
minimal  or  no  rectal  bleeding.  In  two  of  them 
the  condition  was  clearly  related  to  medica- 
tion. In  three  others  it  may  have  been.  No  case 
resembled  those  recently  published  under  the 
diagnostic  term  "benign  solitary  ulcer  of  the 
rectum." 
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JAMES  WRIGHT,  M.D., 
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Although  pneumothorax  may  result  from 
trauma,  tuberculosis,  bullous  emphy- 
sema, or  long-term  ventilator  therapy,  most 
spontaneous  pneumothoraces  occur  in  young 
patients  who  have  no  evidence  of  underlying 
pulmonary  pathology.1,  2'  3'  4 The  tendency 
for  spontaneous  pneumothorax  to  recur  in 
many  such  patients  suggests  the  presence  of 
an  underlying  structural  abnormality  in  the 
lung  or  perhaps  a generalized  connective  tis- 
sue disorder.1  Genetic  studies  of  patients  with 
familial  spontaneous  pneumothorax  suggest 
that  some  patients  may  have  an  inherited  de- 
fect increasing  the  tendency  for  occurrence  of 
spontaneous  pneumothorax.3 

We  have  observed  that  young  patients  with 
spontaneous  pneumothorax  tend  to  be  tall  and 
to  have  an  asthenic  habitus,  a finding  which 
has  been  documented  by  others.6  This  raises 
the  possibility  that  some  patients  with  spon- 
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The  measurement  of  the  metacarpal  index  in  a group  of 
young  patients  with  spontaneous  pneumothorax  is  re- 
ported. High  metacarpal  index  has  previously  been 
shown  to  be  characteristic  of  Marfan's  syndrome.  Six  of 
1 2 patients  had  abnormally  high  metacarpal  indices 
(greater  than  8.0).  Complete  evaluation  failed  to  de- 
tect further  evidence  of  Marfan's  syndrome  in  any  of 
these  patients.  An  underlying  connective  tissue  disorder 
in  patients  with  spontaneous  pneumothorax  is  suggested 
but  not  proven. 


taneous  pneumothorax  may  have  Marfan's 
syndrome.  Sinclair  described  a radiologic  sign 
called  the  metacarpal  index  with  which  he 
could  show  a clear  separation  between  a group 
of  patients  with  Marfan's  syndrome  and  a 
group  of  normals.7  The  usefulness  of  this  sign 
has  been  documented  by  others  although 
some  overlap  of  Marfan's  with  normals  has 
been  shown.8  Pyeritz  and  McKusick  suggest 
that  patients  with  typical  abnormalities  in  2 of  4 
areas  (family  history,  skeletal,  ophthalmolog- 
ic, and  cardiac)  can  be  considered  to  have 
Marfan's.9  This  study  was  undertaken  to  eval- 
uate the  metacarpal  index  in  patients  with 
spontaneous  pneumothorax  and  to  determine 
if  they  had  any  other  evidence  of  Marfan's 
syndrome. 


METHODS 

Patients  were  eligible  for  this  study  if  they 
were  less  than  40  years  of  age  when  they  pre- 
sented with  spontaneous  pneumothorax  and  if 
they  had  no  radiographic  or  clinical  evidence 
of  other  pulmonary  pathology.  Four  patients 
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admitted  to  our  hospital  between  January  1 
and  July  1,  1980  were  studied,  and  8 patients 
who  were  admitted  between  January  1,  1975 
and  December  31,  1979  agreed  to  return  for 
evaluation.  Informed  consent  was  obtained 
from  each  patient. 

A history  was  obtained  from  each  patient 
with  emphasis  on  pulmonary  symptoms  and 
family  history. 

Each  patient  underwent  physical  examina- 
tion with  measurement  of  height,  arm  span, 
upper  segment  (vertex  to  pubis),  and  lower 
segment  (pubis  to  heel). 

A single  PA  radiograph  of  the  dominant 
hand  was  made,  and  the  metacarpal  index  was 
calculated  as  the  average  of  the  axial  length 
divided  by  the  width  at  the  midpoint  of  the 
second  through  fifth  metacarpals. 

Each  patient  had  a complete  ophthalmologic 
examination,  including  a search  for  ectopia 
lentis  and  anterior  chamber  angle  abnormali- 
ties. 

M-mode  echocardiography  was  performed 
utilizing  a Smith-Kline  Ekoline  20A  system 
with  a 2.25  MHz  focused  transducer.  Patients 
were  also  studied  by  2-D  echocardiography  us- 
ing a Toshiba  SSSh-lOA  Sonolayergraph.  Aor- 
tic root  dimension  was  measured,  and  ex- 
amination for  mitral  valve  prolapse  was  carried 
out  by  standard  techniques. 

RESULTS 

Nine  of  the  12  patients  gave  a history  of 
cigarette  smoking,  but  only  3 admitted  chronic 
cough.  None  had  other  pulmonary  symptoms. 
Three  patients  had  had  recurrent  spontaneous 
pneumothoraces,  and  one  had  undergone 
thoracotomy  and  pleurodesis. 

One  patient  (J.B.)  had  a brother  who  also 
had  a spontaneous  pneumothorax,  but  no 
other  patient  gave  a family  history  of  spon- 
taneous pneumothorax.  There  was  no  family 
history  in  any  patient  which  was  compatible 
with  Marfan's  syndrome. 

The  results  of  skeletal  measurements  are 
shown  in  Table  1.  Six  of  the  12  patients  had 
metacarpal  indices  above  8.0,  the  upper  limit 
of  normal  in  Sinclair's  study.  Arm  span  ex- 
ceeded body  height  in  7 patients,  but  only  2 of 
these  were  patients  with  metacarpal  indices 
above  8.0  The  upper  segment  to  lower  seg- 
ment ratio  was  less  than  1.0  in  7 patients;  4 of 
these  patients  had  metacarpal  indices  greater 


TABLE  1 

SKELETAL  MEASUREMENTS  IN  SPONTANEOUS 
PNEUMOTHORAX  PATIENTS 


Patient 

Sex 

M.l.  * 

Span 

(cm) 

Height 

(cm) 

Upper  Segment / 
Lower  Segment 

T.O. 

F 

8.8 

160 

161.5 

0.89 

M.D. 

M 

8.7 

184 

187 

1.08 

J.G. 

M 

8.4 

188 

177.5 

0.99 

J.B. 

M 

8.4 

188 

182 

0.96 

J.W. 

M 

8.4 

170 

161 

0.89 

D.C. 

M 

8.2 

177 

185 

1.18 

J.  We. 

M 

7.6 

198 

187 

0.78 

M.R. 

F 

7.6 

164 

165 

0.99 

G.L. 

M 

7.6 

203 

198 

1.13 

M.M. 

M 

7.4 

163 

162 

1.53 

W.G. 

M 

7.4 

180.5 

180.5 

0.95 

D.M. 

M 

7.3 

182.5 

179 

1.0 

* Metacarpal  index. 


TABLE  2 

RESULTS  OF  ECHOCARDIOGRAPHY  IN  SPONTANEOUS 
PNEUMOTHORAX  PATIENTS 


Patient 

M.I.* 

Aortic  Root 
(cm)  t 

Mitral  Prolapse 

T.O. 

8.8 

2.7 

No 

M.D. 

8.7 

3.4 

No 

J.G. 

8.4 

3.5 

No 

J.B. 

8.4 

2.5 

No 

J.W. 

8.4 

3.2 

No 

D.C. 

8.2 

3.0 

No 

J.We. 

7.6 

2.9 

No 

M.R. 

7.6 

2.6 

No 

G.L. 

7.6 

3.2 

No 

M.M. 

7.4 

3.5 

Yes 

W.G. 

7.4 

2.9 

No 

D.M. 

7.3 

3.4 

No 

* Metacarpal  index, 
t Normal  aortic  root  = 2. 0-3. 7 cm. 


than  8.0.  Three  patients  (J.G.,  J.B.,  and  J.W.) 
had  abnormalities  of  all  3 parameters. 

No  patient  had  abnormalities  on  ophthalmo- 
logic examination  indicative  of  Marfan's  syn- 
drome. 

Results  of  echocardiography  are  shown  in 
Table  2.  No  patient  had  aortic  root  dilatation. 
Only  one  patient  had  evidence  of  mitral  valve 
prolapse;  his  metacarpal  index  was  7.4. 

DISCUSSION 

Pulmonary  abnormalities  associated  with 
Marfan's  syndrome  include  chest  wall  de- 
formities, congenital  absence  of  one  or  more 
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lobes,  bronchiectasis,  apical  bullous  emphy- 
sema, and  honeycomb  lung.7,  10,  11  Spon- 
taneous pneumothorax  in  the  absence  of  other 
radiographic  abnormalities  has  been  occa- 
sionally reported,  but  this  has  not  been 
emphasized  and  has  not  been  found  as  a mode 
of  initial  presentation  of  Marfan's  syndrome. 11 

Patients  with  Marfan's  syndrome  have  a 
markedly  reduced  life  expectancy.12  Thus  it  is 
important  to  identify  such  patients  for  genetic 
counseling,  prompt  treatment  of  complica- 
tions, and  prophylaxis  against  cardiovascular 
complications.12  Payvandi,  et  al,  have  shown  a 
high  incidence  of  cardiac,  skeletal  and  ophthal- 
mologic abnormalities  detectable  by  careful  ex- 
amination of  first  degree  relatives  of  patients 
with  Marfan's  syndrome.13  As  the  tendency  of 
spontaneous  penumothorax  patients  to  have 
tall  stature  had  been  previously  documented, 
we  believe  it  possible  some  of  these  patients 
might  also  have  Marfan's  syndrome  detectable 
by  careful  screening.6 

Sinclair  measured  the  metacarpal  index  in  20 
patients  with  Marfan's  syndrome  and  in  100 
normal  patients;  he  found  that  all  the  normals 
had  indices  less  than  7.9  and  all  the  Marfan's 
patients  had  indices  greater  than  8.4/  Parish 
showed  the  upper  limit  of  normal  (mean  + 2 
standard  deviations)  in  males  (8.0  left,  7.7 
right)  and  females  (8.7  left,  8.6  right).14 
Eldridge  showed  a good  separation  between 
Marfan's  syndrome  and  other  tall  individuals 
using  the  metacarpal  index  although  one  pa- 
tient with  Klinefelter's  syndrome  had  an 
abnormally  high  index.8  Eldridge's  absolute 
values  for  metacarpal  index  were  higher  than 
in  other  studies  due  to  differences  in  technique 
of  measuring  the  bones.8 

Six  of  our  12  patients  had  metacarpal  indices 
above  the  normal  established  by  Sinclair's 
study.  Other  indices  of  skeletal  proportions, 
such  as  arm  span  to  height  ratio  and  upper 
segment  to  lower  segment  ratio,  have  been 
shown  to  have  considerable  overlap  between 
Marfan's  patients  and  normal.7,  8 We  found 
abnormalities  in  these  measurements  both  in 


patients  with  normal  metacarpal  indices  and  in 
patients  with  abnormal  metacarpal  indices. 
Only  3 patients  (J.B.,  J.G.,  and  J.W.)  had 
abnormalities  of  all  3 indices  of  skeletal  propor- 
tions and  none  of  these  had  other  evidence  of 
Marfan's  syndrome.  Patient  J.B.  has  a brother 
who  has  had  a spontaneous  pneumothorax. 
The  brother  has  not  been  studied,  but  the  pos- 
sibility that  this  family  harbors  Marfan's  or 
familial  spontaneous  pneumothorax  is  intri- 
guing. 

The  classic  ocular  feature  of  Marfan's  syn- 
drome is  ectopia  lentis.  Other  characteristic 
features  include  anterior  chamber  angle  abnor- 
malities, iris  defects,  glaucoma,  high  myopia, 
and  retinal  detachment.  Each  of  these  abnor- 
malities is  readily  detected  on  detailed 
ophthalmologic  examination,  but  none  was 
present  in  our  patients. 

Cardiovascular  abnormalities  in  Marfan's 
syndrome  range  from  uncomplicated  mitral 
valve  prolapse  to  catastrophic  aortic  root  dis- 
section. The  2 most  likely  to  be  detected  in 
asymptomatic  patients  are  uncomplicated  mi- 
tral valve  prolapse  and  aortic  root  dilatation, 
both  usually  detectable  by  echocardiography.9 


SUMMARY 

In  summary,  high  metacarpal  index  has 
been  shown  by  others  to  be  characteristic  of 
Marfan's  syndrome.  We  found  high  metacar- 
pal indices  in  6 of  12  young  patients  presenting 
to  the  hospital  with  spontaneous  pneumothor- 
ax. However,  we  were  unable  to  find  other 
evidence  of  Marfan's  syndrome  in  our  patients 
by  recording  family  history  and  by  detailed 
cardiac  and  eye  examinations.  Thus,  the  exist- 
ence of  an  underlying  connective  tissue  dis- 
order in  young  patients  with  spontaneous 
pneumothorax  is  suggested  but  not  proven. 
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YEAR  ROUND  ENJOYMENT 
IN  WINTER  PARK  COLORADO. 

Year-round  enjoyment  at  Winter  Park  enhances  the  value  and  pleasure  of  a second  home.  And  Lookout  Village 
offers  a tremendous  opportunity  for  condominium  ownership  in  an  aggressive,  growing  recreational  area. 

The  desirability  for  small,  more  intimate  condominium  groupings  has  been  expressed  hy  many  potential 
owners.  Lookout  Village  will  provide  that  intimacy,  and  at  the  same  time,  places  you  in  close  proximity  to  the 
town  of  Winter  Park  with  its  hustle  and  hustle,  and  a myriad  of  activities  and  services. 

Priced  from  $112,000,  the  27  condominiums  at  Lookout  Village  will  be  one  and  two  bedroom  units  complete 
with  whirlpool  tubs  and  heat  circulating  fireplaces.  All  are  specially  designed  with  second  floor  living  areas  to 
capitalize  on  the  spectacular  view.  Lookout  units  are  planned  for  maximum  privacy  and  versatility. 

Lookout  Village  will  provide  a private  club  membership  with  the  many  “extras”  usually  found  in  the  larger 
projects,  in  addition  to  its  own  recreational  facilities.  Together  they  include  tennis  courts,  swimming  pool,  indoor 
and  outdoor  whirlpools,  sauna,  sun  decks,  dressing  rooms,  meeting  room  and  exercise  equipment.  Proposed 
expansion  includes  racquetball  courts  and  viewing  area,  massage  room,  hot  tub  and  game  room. 

Lookout  Village...  for  a year  round  vacation  home  you’ll  never  want  to  leave ...  another  project  of  ARKAE 
DEVELOPMENT,  INCORPORATED. 
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Marketed  by  ARKAE  PARTNERS  REAL  ESTATE,  4907  West  Lincoln  Way/Ames,  Iowa  50010 
Telephone:  (515)  292-785 0,  Toll  Free:  (800)  443-2781,  Ext.  A50D 


Please  send  additional  information  on  the  Lookout  Village  Condominiums. 
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Address 
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State  . 


Zip 


Telephone:  (business) 


(home) 
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An  offering  statement  for  this  subdivision  has  been  filed  with  the  Iowa  Real  Estate  Commission 
and  a copy  of  such  offering  statement  is  available  from  the  subdivider  upon  request. 
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HAPPINESS  AND  SUCCESS 


"To  laugh  often  and  love  much;  to  win  the  respect  of 
intelligent  persons  and  the  affection  of  children;  to 
earn  the  honest  approbation  of  critics  and  endure  the 
betrayal  of  false  friends;  to  appreciate  beauty;  to  find 
the  best  in  others;  to  give  of  one's  self;  to  leave  the 
world  a little  better  whether  by  a garden  patch,  a 
healthy  child,  ora  redeemed  social  condition;  to  have 
played  and  laughed  with  enthusiasm  and  sung  with 
exhultation;  to  know  even  one  life  has  breathed  a 
little  easier  because  you  have  lived.  This  is  success." 
— Ralph  Waldo  Emerson. 


As  another  year  approaches  its  final  days, 
it  is  appropriate  to  take  stock  of  ourselves 
and  our  accomplishments  made.  We  approach 
a season  that  carries  with  it  a spirit  of  both 
happiness  and  sadness.  Yes,  there  is  sadness 
during  the  Holiday  Season  as  we  miss  being 
with  loved  ones,  or  we  come  to  realize  anew 
that  some  have  gone  on  before  us.  But,  let  us 
direct  ourselves  here  to  the  presence  of  life.  Let 


us  be  filled  with  happiness  and  love  for  all. 

In  the  past  month  I have  had  an  experience 
in  my  practice  to  renew  my  spirit  mightily. 
This  went  beyond  any  monetary  gain  in  one's 
professional  life.  A smile  worth  millions  was 
bestowed  upon  me  by  a child  but  fours  months 
of  age. 

Three  days  before  the  happy  moment  I had 
admitted  the  infant  for  treatment  of  acute 
purulent  meningitis;  an  infant  nearly  in  coma, 
febrile,  and  obviously  very  ill.  Intravenous 
fluids  and  antibiotics,  excellent  nursing  care, 
and  an  unseen  element  afforded  the  infant  a 
rapid  recovery.  The  third  morning  after  admis- 
sion, as  I examined  her,  she  opened  her  eyes 
and  her  face  erupted  into  one  of  the  most 
radiant  smiles  I have  ever  witnessed.  The  en- 
suing chuckling  added  a gilt  edge  to  the  smile. 
Her  recovery  progressed  satisfactorily;  each 
morning  brought  more  smiles. 

The  Holiday  Season  is  a time  for  smiles  and 
love;  music  and  lights;  gifts  and  remem- 
brances. All  this  in  honor  of  a Baby.  It  is  sum- 
med up  beautifully  in  a hand-printed  copy  of 
Emerson's  ode  to  success  given  to  me  by  a 
friend.  I sincerely  hope  that  my  path  through 
life  will  be  a fulfillment  of  the  ode.  My  critics 
may  judge,  but  their  judgment  is  subject  to 
Higher  Concurrence.  Each  of  us  must  desire  to 
be  worthy  of  those  who  call  on  us  for  our  pro- 
fessional services.  May  we  all  give  attention  to 
the  criteria  of  success  as  measured  by  our 
appreciation  for  the  feelings  of  others,  a love  of 
the  beauty  of  nature,  and  the  giving  of  one's 
self  in  such  a manner  that  others  may  find 
happiness,  good  health,  and  a love  for  each 
other.  Smiles  are  contagious;  frowns  are  on  the 
faces  of  those  who  may  remain  lonely  and  un- 
happy. Let  us  do  all  we  can  to  help  those  we 
serve  to  fend  off  loneliness  and  unhappiness. 

Cheers  to  all  during  the  Holidays.  We  ex- 
press greetings  of  good  will  and  happiness  to 
all  our  readers.  May  the  end  of  this  year  usher 
in  a most  Happy  New  Year  for  all.  — M.E.A. 


AMA/PMI  PROGRAM 


The  new  AMA  Patient  Medication  Informa- 
tion Program  is  called  one  of  the  most  valuable 
ever  launched  by  the  Association.  PMI  sheets 
are  now  available  for  20  of  the  most  commonly 


prescribed  drugs.  They  are  5V£"  x 8V2",  printed 
front  and  back,  and  come  100  per  pad. 

Further  information  and  order  forms  are 
available  from  IMS  headquarters. 
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QUESTIONS/ANSWERS 

(Continued  from  page  483) 


populated  urban/suburban  community.  Most 
areas  of  King  County,  and  all  of  Seattle  proper, 
are  now  served  by  fully  trained  professional 
paramedic  services.  During  the  transition 
period  from  basic  to  advanced  care  in  1978-79, 
however,  the  basic  level  EMT-As  in  a particular 
suburb  of  100,000  population  were  trained  to 
the  EMT-Defibrillation  (EMT-D)  level  and  their 
effectiveness  was  evaluated  for  one  year.  With 
the  capability  to  defibrillate  being  the  only  dif- 
ference, 19%  of  the  cardiac  arrest  victims  sur- 
vived to  leave  the  hospital  during  the  EMT-D 
period,  while  only  4%  had  survived  during  the 
EMT-A  period.  While  their  success  is  en- 
couraging, it  must  be  recognized  that  many 
differences  exist  between  establishing  such  a 
program  in  a heavily  populated  suburban  com- 


munity and  in  a small  Iowa  community  served 
by  volunteer  ambulance  technicians. 

Are  you  optimistic  about  Iowa  having  wide- 
spread defibrillator  skills  within  a reasonable 
period  of  time? 

I am  optimistic  that,  should  we  demonstrate 
that  EMT-Defibrillation  is  an  effective  and 
practical  approach  to  emergency  cardiac  care  in 
a rural  state,  the  appropriate  state  agencies 
(Department  of  Health,  Board  of  Medical  Ex- 
aminers) will  move  expeditiously  to  make  the 
required  changes  in  the  current  Advanced 
Care  Rules  and  Regulations.  These  agencies 
are  very  much  involved  with  our  activities  and 
have  clearly  demonstrated  their  desire  that  the 
project  be  conducted  as  safely  and  efficiently 
as  possible.  If  everything  continues  to  go  well  I 
am  confident  that  within  a year  we  will  see 
large  numbers  of  rural  ambulance  services 
being  trained  to  the  EMT-D  level.  Already  we 
have  received  well  over  100  written  inquiries 
from  ambulance  services  about  training  if  and 
when  it  becomes  generally  available. 


A UNIQUE  OPPORTUNITY  FOR  PRIMARY  CARE  PHYSICIANS 

MILLCREEK  MEDICAL  BUILDING 


Service  to  the  Community  in  the  Community 


SPACE  NOW  AVAILABLE  FOR  LEASING 


Located  in  Johnson  County,  Kansas  in  the  heart  of  a 
major  metropolitan  area  offering  opportunities  in  higher 
education,  cultural  events,  the  arts,  and  recreational  ac- 
tivities. 

* Office  space  for  primary  care  physicians  scheduled  to 
open  in  early  1983. 

Community  room  available  for  health  education  semi- 
nars, meetings,  workshops,  etc. 


* Total  business  services  offered  to  physicians,  including 
insurance  claims  preparation,  accounting  services,  col- 
lections, personnel  management  and  medical  records. 

* On-site  laboratory,  EKG  and  X-Ray  services. 

* Affiliation  with  a major  private  400-bed  general  acute 
care  hospital  which  is  within  an  easy  15  minute  drive  of 
the  medical  building. 


FOR  MORE  INFORMATION  CALL  COLLECT  (913)  299-4099 
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Medicament  Predicament. 


Dorsey  needs  your 
help  locating  some 
of  our  old  products. 

For  our  seventy-fifth  anniversary,  we’re 
putting  together  a display  of  Smith-Dorsey 
and  Dorsey  Laboratories  products  from 
1908  on. 

We  need  your  help  in  collecting  them. 
Perhaps  in  your  office... basement... closet 
...storage  area... there’s  an  old  product  we 
can  use. 

What’s  in  it  for  you? 

If  you  find  anything,  give  us  a call  and 
we’ll  talk  about  your  lending,  giving  or 
selling  it  to  us  for  our  display.  We’ll  need  it 
through  all  of  1983.  You’ll  be  recognized  for 
your  contribution  in  the  written  material 
that  accompanies  the  display. 


If  you  have  any  old 
Smith-Dorsey  or 
Dorsey  Laboratories 
products,  contact: 

Lon  Lowrey,  R.  Ph. 

Dorsey  Laboratories 
P.O.Box  83288 
Lincoln,  NE  68501 
Call  toll  free  800-228-4172 
In  Nebraska,  call  collect 
(402)464-6311 


Thank  you  for  helping  us  out  of  our  dilemma! 

Dor/ev 

I ARflDATODICC  ^ 


LABORATORIES 
Division  of  Sandoz,  Inc. 
LINCOLN,  NEBRASKA  68501 


OUR  MAN 
ON 

EDUCATION 

RICHARD  M.  CAPIAN,  M.D. 


NATURE'S  UNITY 


Today  it  was  my  pleasure  to  return  to  the 
gross  anatomy  laboratory  and  wander 
there  as  the  entire  freshman  class  continued  its 
dissection  of  cadavers.  It  was  a circumstance  of 
high  nostalgia.  And  although  this  laboratory 
resides  in  a nice  new  building,  the  formalin 
fragrance  persisted  as  in  ancient  days.  It's 
amazing  what  memories  can  be  triggered  by  a 
smell.  I also  remembered  the  day  I cut  my  own 
left  index  finger  during  dissection  and  had  to 
go  to  student  health  for  suturing.  My  blood 
was  red.  My  cadaver  bled  not. 

True,  students  today  still  complain  greatly 
about  how  much  there  is  to  learn  in  an  anat- 
omy course  and  how  they  suffer  under  the 
pressure  of  it.  But  it's  hard  to  think  there  is  not 
also  great  excitement  to  be  felt  from  the  pro- 
foundly emotional  experience  of  thoroughly 
dissecting  a fellow  human  being.  This  passage 
from  Richard  Seized  s new  book.  Letters  to  a 
Young  Doctor,  seems  particularly  apt.  He  tells 
the  young  surgeon:  "As  the  sculptor  must  gain 
unlimited  control  over  his  marble,  the  surgeon 
must  'own'  the  flesh.  As  drawing  is  to  the 
painter,  so  is  anatomy  to  the  surgeon.  You 
must  continue  to  dissect  for  the  rest  of  your 
life.  To  raise  a flap  of  skin,  to  trace  out  a nerve 
to  its  place  of  confluence,  to  carry  a tendon  to 
its  bony  insertion,  these  are  things  of  grace  and 
beauty." 

I attended  that  lab  not  only  to  indulge  my 
occasional  yearning  for  nostalgic  trips,  but  to 
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serve  as  a dermatologic  "consultant"  in  case 
any  of  the  students  found  skin  lesions  on  their 
cadavers  and  wanted  to  ask  questions.  A dis- 
cussion with  some  students  about  the  com- 
monplace seborrheic  keratoses  provided 
opportunity  to  digress  a bit  on  wound  healing 
and  to  marvel  at  how  epidermis  is  restored 
after  it  is  traumatically  removed. 

That  particular  conversation  had  hardly 
ended  when  I went  outdoors  to  walk  back  to 
my  office.  Just  outside  the  building  I encoun- 
tered an  immense  wound  of  a previously  love- 
ly, wooded  ravine.  The  grass  was  gone.  Black 
earth  and  brown  clay  were  everywhere.  Bull- 
dozers, like  giant  insects,  crawled  over  this 
freshly  dug  earth  and  nuzzled  it  about.  Huge 
new  pipes  for  draining  sewage  lay  scattered 
and  water  spewed  from  the  end  of  one  long 
pipe.  It  seemed  like  much  blood  gushing  from 
a torn  vein,  symbolically  testifying  to  the  som- 
ber wound  of  the  earth  that  I saw  before  me.  I 
was  placated  only  slightly  by  remembering 
that  the  University  issued  an  "environmental 
impact  statement"  when  this  construction 
project  was  begun,  promising  to  restore  the 
ravine  to  "original"  condition  as  soon  as  the 
necessary  work  was  completed.  I can  only 
hope  so.  But  the  sight  certainly  made  me  re- 
member that  the  earth,  even  if  not  conven- 
tionally considered  to  be  a living  structure, 
manages  to  heal  itself  magnificently. 

Maybe  Earth  is  geological,  but  Mother  Earth 
is  also  biological.  She  tends  wonderfully  to  her 
needs  for  surface  homeostasis.  Erosion 
smooths  and  soothes.  Earthworms  and  vegeta- 
tion shape,  and  restore  vitality.  Gross  anat- 
omy, epidermal  wound  healing  and  environ- 
mental impact  statements  are  all  of  a piece. 


COURSES  & CONFERENCES 
U.  OF  I.  COLLEGE  OF  MEDICINE 


January  5 
January  14-16 
January  20 
February  2 
February  11-13 

February  1 7 


Ophthalmology  Clinical  Conference 
Pediatric  Advanced  Cardiac  Life  Support 
Radiation  Therapy  Seminar 
Ophthalmology  Clinical  Conference 

Advanced  Cardiac  Life  Support, 
Broadlawns  Medical  Center,  Des  Moines 

Radiation  Therapy  Seminar 
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DRUG  THERAPY  REVIEW 


UNIVERSITY  OF  IOWA 
HOSPITALS  AND  CLINICS 


REYNOLD  SPECTOR,  M.D.,  Editor 


SLOW-RELEASE  THEOPHYLLINE 
FOR  THE  TREATMENT 
OF  CHRONIC  ASTHMA 


EDITOR'S  NOTE:  Dr.  Weinberger  and  his  associ- 
ates in  the  following  article  discuss  the  use  of  sus- 
tained-release theophylline  preparations  in  patients 
with  chronic  asthma.  Many  patients  with  chronic 
asthma  benefit  clinically  from  relatively  constant 
plasma  levels  of  theophylline.  However , there  is  no 
convincing  evidence  proving  the  value  of  constant 
plasma  theophylline  levels  when  theophylline  is  used 
in  other  conditions,  e.g.,  Cheyne-Stokes  respira- 
tions, heart  failure,  or  chronic  obstructive  pulmon- 
ary disease  with  a bronchospastic  component. 

Oral  theophylline  is  a highly  effective 
medication  for  the  control  of  chronic 
asthma  when  dosage  and  dosage  interval  are 
adjusted  to  maintain  serum  concentrations 
within  the  approximate  therapeutic  range  of  10 
to  20  mcg/ml.  Rapidly  absorbed  preparations 
such  as  plain,  uncoated  tablets  and  solutions 
often  result  in  fluctuations  of  theophylline  con- 
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centration  that  exceed  the  therapeutic  range 
unless  unrealistically  short  dosing  intervals  are 
used.1  A formulation  with  an  appropriate 
slow-release  pattern  can  decrease  fluctuations 
and  improve  the  clinical  effect  of  the  drug  in 
many  asthmatic  patients  with  dosing  intervals 
up  to  12  hours,2  but  rates  and  completeness  of 
absorption  vary  among  the  23  products  cur- 
rently marketed. 

EVALUATION  OF  SLOW/RELEASE  FORMULATIONS 

Theophylline  is  rapidly  and  completely 
absorbed  when  given  in  solution  or  solid  dos- 
age forms  that  undergo  rapid  dissolution.3  In 
an  evaluation  of  the  rate  and  completeness  of 
absorption  for  various  slow-release  theophyl- 
line dosage  forms,  absorption  was  complete  in 
only  3 of  6 marketed  products,  and  the  rate 
varied  greatly  among  the  various  formu- 
lations.4 A subsequent  study  by  the  same  in- 
vestigators examined  the  consequences  of  var- 
ious rates  of  absorption  for  22  brands  of  slow- 
release  theophylline  by  determining  the  pre- 
dicted fluctuations  in  serum  concentration 
during  8-  and  12-hour  dosing  intervals  when 
the  rate  of  theophylline  elimination  is  that  of 
an  average  child  or  adult.5  All  preparations  for 
which  data  were  available  were  associated 
with  predicted  fluctuations  of  less  than  100% 
for  an  average  nonsmoking  adult  (100%  fluc- 
tuation occurs  when  the  peak  serum  concen- 
tration is  twice  the  trough),  but  only  the  Theo- 
dur  formulations  were  associated  with  pre- 
dicted fluctuations  of  less  than  100%  during 
12-hour  dosing  intervals  when  the  rate  of 
theophylline  elimination  was  that  of  an  aver- 
age child  (See  Figure  1).  More  rapid  elimina- 
tion, however,  might  result  in  excessive  fluc- 
tuation during  12-hour  dosing  even  with  these 
formulations.  Furthermore,  predicted  values 
are  minimum  estimates  since  actual  fluctua- 
tions are  generally  somewhat  greater,  primari- 
ly because  of  diurnal  variation  in  the  rate  of 
absorption.6 

COST  OF  TREATMENT 

Cost  of  treatment  varies  greatly  with  the 
source  of  the  medication.  At  The  University  of 
Iowa  Pharmacy,  the  most  commonly  pre- 
scribed sustained-release  theophylline  prepa- 
ration, Theo-dur,  when  purchased  as  300  mg 
tablets  in  lots  of  100  would  cost  an  adult  receiv- 
ing an  average  900  mg/day  dose  $82/year.  The 
cost  would  be  somewhat  greater  if  the  200  or 
(Please  turn  to  page  497) 
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100  mg  dosage  size  were  used.  In  contrast,  the 
cost  would  be  $97  for  patients  taking  the  same 
dose  of  theophylline  as  200  mg  aminophylline 
tablets,  $76  for  the  Slo-phyllin  brand  of  plain, 
uncoated  tablets,  and  $90  for  Slo-phyllin  Gyro- 
caps  at  equivalent  dosage.  At  other  pharmacies 
in  Iowa  City,  the  cost  of  the  same  Theo-dur 
prescription  would  range  from  $137/year  to 
$150/year,  while  the  cost  of  aminophylline  tab- 
lets would  be  reduced  to  $68  if  the  least  expen- 
sive generic  brand  were  used.  Equivalent 
doses  of  other  brands  of  slow-release  theo- 
phylline products  ranged  from  $135  to  $180/ 
year  for  5 nationally  advertised  brands  that 
were  available  locally  and  $102  for  a "generic" 
brand.  While  absolute  cost  will  vary  among 
pharmacies  and  with  the  amount  purchased, 
the  average  wholesale  cost  obtained  from  the 
January  1982  REDBOOK  suggests  that  these 
probably  are  reasonably  representative  of  the 
range  of  available  prices  among  19  brands 
listed.  Costs  increase  for  equivalent  doses 
when  a smaller  dosage  from  the  same  manu- 
facturer is  used. 

PRODUCT  SELECTION 

The  more  rapid  the  rate  of  theophylline  elim- 
ination and  the  more  labile  the  patient's  air- 
ways, the  greater  the  benefit  from  slow-release 
theophylline.  For  patients  with  rates  of  elim- 
ination as  slow  as  the  median  for  nonsmoking 
adults,  all  products  are  associated  with  fluctua- 
tions in  serum  concentration  of  less  than  100%, 
and  clinically  important  differences  between 
the  various  products  generally  will  not  be 
apparent.  For  adults  with  even  longer  than 
average  half-lives  of  elimination,  even  plain, 
uncoated  tablets  might  be  associated  with 
acceptable  fluctuations  at  12-hour  dosing  inter- 
vals. Plain,  uncoated  tablets  in  adults  with 
average  elimination  rates,  however,  require  8- 
hour  dosing,  and  these  rapidly  absorbed  prep- 
arations are  associated  with  unacceptable  fluc- 
tuations in  many  children  even  when  dosed  at 
6-hour  intervals. 

The  therapeutic  advantage  of  slow-release 
preparations  in  general  becomes  most  appar- 
ent at  more  rapid  rates  of  elimination.  When 
the  elimination  half-life  is  that  represented  by 
the  median  for  children,  3.7  hours,  the  Theo- 
dur  formulations  are  associated  with  fluctua- 
tions that  will  permit  maintenance  of  levels 
within  the  therapeutic  range  during  12-hour 
dosing  intervals.  For  most  children,  smoking 


Distribution  of  Elimination  Half-Lives  Among 
Children  and  Non-Smoking  Healthy  Adults 


PREDICTED  PERCENT 
FLUCTUATIONS  IN 
SERUM  CONCENTRATIONS 
WITH  VARIOUS 

THEOPHYLLINE  PREPARATIONS 
DURING  12  HOUR  DOSING 

[Predicted  percent  fluctuations= 
lOOx  (peak-trough 
concentrations)  -r  trough 
at  steady  state] 


Note  Unless  otherwise  indicated, 
different  brands  from  the 
same  manufacturer  are 
assumed  to  be  equivalent 


PLAIN  TABLET 
BEAD  FILLED  CAPSULES 
Cord  Laboratories 


% Of 
Patients 


Elimination  Half-Lives  (hrs) 

i ’ i 

Predicted  Fluctuations  at 
Corresponding  Elimination  Rate  (%) 


Graham  Laboratory 


Key  Pharmaceutic 
K-V  Laboratories 


Slo-phyllin  Qyrocaps 
Theophyl  SR 
Bronkodyl  S-R 
Aerolate 
Somophyllin-CRT 
Theo-dur  Sprinkle* 
Elixophyllin  SR 
Theobid 
Theovent 


SLOW  RELEASE  TABLETS 

Norwich  Eaton  LaBID  252 

Cord  Laboratories  Constant  T 155 

Key  Pharmaceuticals  Theo-dur-300,200  39 

Theo-dur- 100  88 

Mead  Johnson  Quibron-T/SR  128 

Mundipharma  Phyllocontin  165 

Parke  Davis  Choledyl  SA  154 

Riker  Laboratories  Theolair-SR  122 

Respbid 


77 

57 
17 
35 
48 

58 
57 


Figure  1 : Distribution  of  elimination  Half-lives  and  the  effect  of 
different  rates  of  elimination  on  fluctuations  in  serum  concentration 
during  12-hour  dosing  for  currently  marketed  preparations.*  The 
percent  fluctuations  that  are  predicted  from  the  rates  of  absorption 
for  the  various  products  are  illustrated  for  the  median  elimination 
half-lives  of  children  and  nonsmoking  adults.  Twenty-five  percent  of 
nonsmoking  adults  have  elimination  half-lives  of  six  hours  or  less; 
they  and  most  smoking  adults,  who  have  a mean  half-life  of  elimina- 
tion of  about  four  hours  (not  shown),  will  have  fluctuations  in  serum 
concentrations  that  approach  the  value  associated  with  the  median 
childhood  elimination  rate.  Fluctuations  in  excess  of  1 00  percent  are 
not  compatible  with  maintenance  of  levels  within  the  therapeutic 
range  even  if  peak  levels  as  high  as  20  mcg/ml  are  attained; 
eight-hour  dosing  intervals  are  then  advisable. 


* Theo-dur  Sprinkle  is  an  investigational  product  scheduled  for  release 
in  mid  to  late  1982. 


adults,  and  perhaps  25%  of  nonsmoking 
adults,  8-hour  dosing  intervals  will  be  needed 
for  other  products  despite  claims  for  12-hour 
effect  and  b.i.d.  dosing. 

Consequently,  sustained-release  prepara- 
tions that  yield  the  least  fluctuations  in  the 
serum  concentration  are  preferable  in  the  treat- 
ment of  patients  with  chronic  asthma.  While 
some  patients  will  do  equally  well  with  most 
slow-release  products  or  even  plain,  uncoated 

(Please  turn  to  page  498) 
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tablets,  these  patients  cannot  be  reliably  identi- 
fied in  advance,  and  the  differences  in  cost  do 
not  appear  to  justify  trial  and  error  among 
different  preparations.  As  new  slow-release 
preparations  enter  the  marketplace,  the  rate  of 
absorption  and  consequent  fluctuations  in 
serum  concentrations  should  be  assessed  in 
the  same  manner,  i.e.,  characterization  of  rate 
and  completeness  of  absorption,4  followed  by 
prediction  of  fluctuations  at  relevant  patient 
elimination  rates.5  Some  distributors  will  show 
clinicians  only  mean  serum  concentrations 
during  multiple-dose  studies  of  their  product 
in  pharmacokinetically  undefined  subjects. 
These  may  be  misleading,  however,  since  the 
mean  half-life  of  elimination  in  a group  of 
nonsmoking  adults  is  likely  to  be  sufficiently 
slow  that  fluctuations  in  serum  concentration 
appear  acceptable  even  when  clinically  impor- 
tant fluctuations  may  occur  among  patients 
with  more  rapid  elimination. 

Special  consideration  in  product  selection 
must  be  made  for  the  infant  and  young  child. 
Rates  of  elimination  for  theophylline  are  suffi- 
ciently slow  among  children  under  1 year  (and 
particularly  under  6 months)  that  liquid  for- 
mulations generally  can  be  dosed  at  8-hour 
intervals  with  acceptably  small  fluctuations  in 
serum  concentration.  Slow-release  theophyl- 
line preparations  become  clinically  important 
for  the  majority  of  children  by  6 months  to  1 
year  of  age.  Since  chewing  or  crushing  will 
increase  the  rate  of  absorption  for  slow-release 
formulations,  the  inability  of  young  children  to 
swallow  tablets  whole  requires  the  sprinkling 
of  the  contents  of  a slow-release,  bead-filled 
theophylline  capsule  on  a spoonful  of  soft 
food.  The  spoonful  of  medication  on  food 
should  be  promptly  followed  with  a good  tast- 
ing "chaser”  to  wash  down  the  beads  intact. 
The  appearance  of  apparently  intact  beads  in 
the  stool  is  common  but  does  not  indicate  lack 
of  absorption.  Somophyllin-CRT  and  Slo- 
phyllin  Gyrocaps  are  available  in  small  enough 
dosage  increments  for  use  in  younger  children. 
Currently  marketed  bead-filled  capsules  re- 
quire 8-hour  dosing  for  most  children.  An  in- 
vestigational bead-filled  capsule,  Theo-dur 
Sprinkle,  tentatively  scheduled  for  release  in 
late  1982,  appears  to  offer  promise  for  12-hour 


dosing  by  the  "sprinkle"  technique.  (See  Fig- 
ure 1 . ) When  available,  this  product  may  be  the 
preferred  choice  among  the  bead-filled  cap- 
sules- - _ _ 

DOSAGE 

Dosage  required  to  maintain  therapeutic 
levels  of  theophylline  varies  considerably 
among  patients  but,  in  the  absence  of  other 
illness  or  drug  interactions,  remains  stable 
within  the  same  patient.7'  8 Low  initial  dosage 
(the  lesser  of  16  mg/kg  or  400  mg/day)  with 
subsequent  increases,  if  tolerated,  at  3-day  in- 
tervals to  age-specific  mean  doses  (900  mg/day 
for  adults,  18  mg/kg/day  for  adolescents,  20 
mg/kg/day  for  children  9 to  12,  and  24  mg/kg/ 
day  for  ages  1 to  9)  avoids  transient  caffeine- 
like side  effects  that  commonly  accompany  in- 
itiation of  therapy  at  higher  doses.9  The  use  of 
this  schedule  prevents  most  adverse  effects  so 
long  as  serum  concentrations  do  not  exceed  20 
mcg/ml.  Final  dosage  should  be  guided  by 
measurement  of  serum  theophylline  concen- 
tration. Once  appropriate  dosage  is  deter- 
mined, repeat  serum  theophylline  measure- 
ments annually  are  generally  sufficient  except 
during  periods  of  rapid  growth.  Infants  under 
1 year  of  age  require  a unique  dosing 
schedule.10 

Changes  in  smoking  habits,  other  drugs 
(e.g.,  cimetidine,  erythromycin),  heart  failure, 
liver  disease,  sustained  high  fever,  and  un- 
usual changes  in  dietary  patterns,  may  change 
theophylline  clearance  and  the  consequent 
dose  requirements.11  Dosage  should  be  re- 
duced in  the  presence  of  any  adverse  effects. 
Routine  use  of  12-hour  dosing  intervals  are 
appropriate  only  for  Theo-dur;  others  will  re- 
quire 8-hour  dosing  for  most  children  and 
many  adults.  Some  patients  with  unusually 
rapid  elimination  (identifiable  by  very  high 
dose  requirements)  will  require  8-hour  dosing 
even  with  Theo-dur. 

CONCLUSION 

Stable  theophylline  levels  between  10  and  20 
mcg/ml  are  highly  effective  for  controlling 
chronic  asthma.  Of  available  preparations,  the 
Theo-dur  formulations  are  most  likely  to  pro- 
vide acceptably  stable  serum  concentrations 
during  a 12-hour  dosing  interval  for  most  pa- 
tients. For  most  children  and  many  adults, 
other  preparations  will  more  frequently  re- 
quire 8-hour  dosing.  Costs  vary  among  phar- 
( Please  turn  to  page  500) 
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malpractice 


It's  a single,  eleven-letter  word  that  can  put  your  finances,  your  career  and 
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tients unable  to  swallow  tablets  whole,  the 
beaded  contents  of  Somophyllin  CRT  or  Slo- 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 
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Additional  information  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company , 
Indianapolis.  Indiana  46285 

Eli  Lilly  Industries,  Inc. 

Carolina.  Puerto  Rico  00630 


•Many  authorities  attribute  acute  infectious  exacerbation  of 
chronic  bronchitis  to  either  S.  pneumoniae  or  H.  influenzae 8 
Note  Ceclor  is  contraindicated  in  patients  with  known  allergy  to 
the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 

References 


1 Antimicrob  Agents  Chemother.,  5:91, 1975. 

2.  Antimicrob.  Agents  Chemother.,  / 7:470. 1977. 

3.  Antimicrob  Agents  Chemother , 73:584, 1978. 

4.  Antimicrob.  Agents  Chemother , 72:490, 1977. 

5 Current  Chemotherapy  (edited  by  W Siegenthaler  and 
R Luthy),  11:880  Washington,  D C American  Society  for 
Microbiology,  1978. 

6.  Antimicrob.  Agents  Chemother.,  73:861, 1978. 

7,  Data  on  file,  Eli  Lilly  and  Company 

8 Principles  and  Practice  of  Infectious  Diseases  (edited  by 
G.L  Mandell,  R G Douglas,  Jr.,  and  J.E.  Bennett),  p 487 
New  York:  John  Wiley  & Sons,  1979 


Brief  Summary.  \H|H 

Consult  the  package  literature  for  prescribing  Information.  '-'Wk 
Indications  and  Usage:  Ceclor®  (cefaclor,  Lilly)  is  indicated  in  \1 
the  treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms: 

Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae), 

Haemophilus  influenzae , and  S.  pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor. 
Contraindication:  Ceclor  is  contraindicated  in  patients  with 
known  allergy  to  the  cephalosporin  group  of  antibiotics. 

Warnings:  in  penicillin-sensitive  patients,  cephalosporin 

ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS, 

AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS.  INCLUDING  ANAPHYLAXIS.  TO  BOTH  DRUG  CLASSES 

Antibiotics,  including  Ceclor,  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs. 

Precautions:  If  an  allergic  reaction  to  cefaclor  occurs,  the  drug 
should  be  discontinued,  and,  if  necessary,  the  patient  should  be 
treated  with  appropriate  agents,  e g.,  pressor  amines,  antihistamines, 
or  corticosteroids. 

Prolonged  use  of  cefaclor  may  result  in  the  overgrowth  of  | 
nonsusceptible  organisms.  Careful  observation  of  the  patient  is 
essential.  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken. 

Positive  direct  Coombs  tests  have  been  reported  during 
treatment  with  the  cephalosporin  antibiotics.  In  hematologic 
studies  or  in  transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the  minor  side  or  in  Coomb 
testing  of  newborns  whose  mothers  have  received  cephalosporin 
antibiotics  before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function.  Under  such  a condition,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended. 

As  a result  of  administration  of  Ceclor,  a false-positive  reaction 
for  glucose  in  the  urine  may  occur.  This  has  been  observed  with 
Benedict's  and  Fehling's  solutions  and  also  with  Clinitest® 
tablets  but  not  with  Tes-Tape®  (Glucose  Enzymatic  Test  Strip, 

USP,  Lilly). 

Usage  in  Pregnancy- Although  no  teratogenic  or  antifertility 
effects  were  seen  in  reproduction  studies  in  mice  and  rats  receiving 
up  to  12  times  the  maximum  human  dose  or  in  ferrets  given  three 
times  the  maximum  human  dose,  the  safety  of  this  drug  for  use  in 
human  pregnancy  has  not  been  established.  The  benefits  of  the 
drug  in  pregnant  women  should  be  weighed  against  a possible 
risk  to  the  fetus. 

Usage  in  Infancy- Safety  of  this  product  for  use  in  infants 
less  than  one  month  of  age  has  not  been  established. 

Adverse  Reactions:  Adverse  effects  considered  related  to 
cefaclor  therapy  are  uncommon  and  are  listed  below: 

Gastrointestinal  symptoms  occur  in  about  2.5  percent  of 
patients  and  include  diarrhea  (1  in  70)  and  nausea  and  vomiting 
(1  in  90). 

As  with  other  broad-spectrum  antibiotics,  colitis,  including  rare 
instances  of  pseudomembranous  colitis,  has  been  reported  in 
conjunction  with  therapy  with  Ceclor. 

Hypersensitivity  reactions  have  been  reported  in  about  1.5 


percent  of  patients  and  include  morbilliform  eruptions  (1  in  100). 
Pruritus,  urticaria,  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients.  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and,  frequently,  fever)  have  been  reported. 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor®  (cefaclor).  Such  reactions  have  been  reported  more 
frequently  in  children  than  in  adults.  Signs  and  symptoms  usually 
occur  a few  days  after  initiation  of  therapy  and  subside  within  a 
few  days  after  cessation  of  therapy.  No  serious  sequelae  have 
been  reported.  Antihistamines  and  corticosteroids  appear  to 
enhance  resolution  of  the  syndrome. 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included  eosinophilia 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in 
100  patients). 

Causal  Relationship  Uncertain- Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported.  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician. 

Hepatic- Slight  elevations  in  SGOT,  SGPT,  or  alkaline 
phosphatase  values  (1  in  40) 

tfe/nafopo/ef/c- Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40). 

Renal- Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200).  (10028IR) 


Some  ampicilllrwesistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.^6 


In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytlc  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 
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ALTERNATIVES  TO  COMMUNITY 
WATER  FLUORIDATION 


Dental  caries  affect  95%  of  the  population 
at  some  point  in  life.  Dental  caries  begin 
in  the  primary  teeth  in  early  childhood,  affect- 
ing permanent  teeth  of  school  age  children, 
and  reach  a peak  in  adolescence. 

On  the  average,  children  6 to  11  years  get 
one  new  cavity  each  year,  and  children  11  to  15 
years  get  one  and  a half  new  cavities  each  year. 

However,  evidence  is  appearing  to  show  a 
declining  trend  in  dental  caries  in  the  United 
States.  A survey  of  the  prevalence  of  dental 
caries  in  the  United  States  was  conducted  by 
the  National  Institute  of  Dental  Research  in 
1979-80. 1 A similar  study  was  conducted  in  the 
1971-73  National  Health  Survey  and,  while 
direct  quantitative  comparisons  cannot  be 
made  between  the  two  surveys,  the  general 
trend  indicated  a decreasing  prevalence  of 
caries.  Further  evidence  in  a recent  report  from 
the  American  Dental  Association  Bureau  of 
Economic  Research  and  Statistics  indicates  the 
percentage  of  Americans  aged  30  years  and 
older  who  wear  one  or  two  complete  dentures 
dropped  from  35.2%  in  1960  to  24.7%  in  1975. 

Without  doubt,  community  water  fluorida- 
tion is  the  one  preventive  measure  having  had 
the  most  significant  impact  on  dental  caries  in 
the  United  States.  Numerous  studies  have 
documented  a reduction  in  dental  caries  of  40 
to  50%  in  primary  teeth  and  50  to  65%  in  the 


This  information  on  public  health  matters  is  furnished  and  sponsored 
by  the  Iowa  State  Department  of  Health. 


permanent  dentition  in  children  drinking 
fluoridated  water  from  birth.2  Today,  nearly 
120  million  U.S.  citizens  living  in  10,000  com- 
munities have  the  benefits  of  fluoridated 
water.3  Thirty  percent  of  these  communities 
have  naturally  fluoridated  water  supplies. 
Currently,  in  Iowa,  over  89%  of  the  population 
is  served  by  public  water  supplies  with  opti- 
mum levels  of  fluoride,  nearly  19%  of  these 
from  naturally  fluoridated  supplies.4 

Without  question,  water  fluoridation  is  the 
most  sensible  way  to  deliver  the  benefits  of 
fluoride  to  children.  However,  over  one-third 
of  our  Iowa  children  are  being  raised  on 
fluoride  deficient  water.  This  includes  children 
living  in  rural  areas  on  private  water  supplies, 
as  well  as  children  growing  up  in  communities 
that  have  not  yet  adopted  community  water 
fluoridation. 

Alternatives  to  community  water  fluorida- 
tion for  delivering  fluorides  to  children  can  be 
separated  into  3 categories:  systemic  fluorides 
which  are  ingested;  topical  fluorides  which  are 
placed  in  contact  with  erupted  teeth;  and  com- 
binations of  the  two. 

Systemic  fluoride  alternatives  include  die- 
tary fluoride  supplements  that  provide  decay 
preventive  benefits.  This  approximates  com- 
munity water  fluoridation  if  started  early  in 
infancy  and  continued  through  age  12  or  13 
while  the  permanent  teeth  are  mineralizing. 
These  supplements  are  available  in  drops  for 
infants  with  or  without  vitamins.  For  older 
children,  tablets  are  generally  prescribed. 
However,  a major  problem  with  dietary 
fluoride  supplements  is  long  term  compliance 
with  the  regimen.  Studies  have  shown  when 
distribution  of  fluoride  supplements  is 
attempted  on  a large  scale,  such  as  through 
community  health  centers,  well  child  clinics, 
and  county  health  departments,  the  results 
suffer  from  poor  compliance. 

Studies  show  highest  decay  reductions  in 
private  pediatric  practices  when  supplementa- 
tion is  started  shortly  after  birth  and  continued 
until  age  12. 5 These  successes  are  attributed  to 
the  select  population  that  sees  a pediatrician 
on  a regular  basis,  plus  the  enthusiasm  and 
dedication  of  the  physician  to  motivate  the  par- 
ent to  use  the  supplements  over  a long  period 
of  time. 

The  most  recent  dosage  schedule  recom- 
mended by  the  Council  on  Dental  Therapeu- 
tics of  the  American  Dental  Association6  is  de- 
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tailed  in  Table  1.  The  water  fluoride  content 
must  be  known  for  proper  fluoride  dosage. 
Physicians  may  obtain  information  on  the 
fluoride  content  of  Iowa  communities  by  con- 
tacting the  Dental  Health  Section,  Iowa  State 
Department  of  Health,  Lucas  State  Office 
Building,  Des  Moines,  Iowa  50319,  telephone 
(515)  281-3733.  For  fluoride  analysis  of  private 
wells,  contact  the  University  Hygienic  Labora- 
tory, Des  Moines  branch,  Wallace  State  Office 
Building,  East  9th  and  Grand,  Des  Moines, 
Iowa  50309,  telephone  (515)  281-5371.  The  Uni- 
versity of  Iowa  College  of  Dentistry  will  also 
analyze  water  samples  for  fluoride  content  for 
physicians  and  dentists  for  a nominal  fee. 

It  is  recommended  that  all  infants  being  fully 
breast-fed  have  a fluoride  supplement. 
However,  supplementation  should  be  discon- 
tinued at  the  time  the  infant's  diet  is  aug- 
mented with  other  foods  if  the  water  supply 
contains  optimum  levels  of  fluoride. 

One  effective  method  of  providing  systemic 
fluorides  is  by  administering  fluoride  tablets  in 
schools.7  However,  one  disadvantage  is  that 
by  school  age,  many  of  the  permanent  teeth 
have  completed  their  development  and  do  not 
receive  the  full  benefits  of  the  fluoride.  Caries 
reductions  of  up  to  35%  are  possible  in  children 
after  continuous  use  from  kindergarten 
through  eighth  grade. 

An  additional  systemic  alternative  is 
fluoridation  of  school  water  supplies.  Various 
states,  including  Indiana,  Wisconsin,  Ver- 
mont, Kentucky,  and  North  Carolina,  have 
promoted  this  alternative  and  have  a signifi- 
cant number  of  installations.  Decay  reductions 
of  up  to  40%  are  achieved  with  this  method,8 
which  is  less  than  community  fluoridation  as 
many  of  the  permanent  teeth  are  fully  mineral- 
ized by  the  time  children  begin  consuming  the 
fluoridated  school  water  supply.  There  are  no 
current  school  fluoridation  installations  in 
Iowa.  The  promotion  of  this  alternative  is  not  a 
high  priority  in  Iowa  due  to  the  lower  cost- 
benefit  ratio  compared  to  community  water 
fluoridation  and  other  alternatives. 

Topical  fluorides  may  be  professionally  ap- 
plied directly  to  the  surface  of  erupted  teeth  in 
a clinical  setting  and  also  by  self-applied 
methods.  The  one-to-one  man  power  rela- 
tionship between  the  provider  and  patient 
make  professionally  applied  topical  fluorides 
more  applicable  to  private  practice  or  direct 
care  public  funded  dental  programs,  and  are 


TABLE  1 

DOSAGE  SCHEDULE  (IN  MG  F/DAY)  FOR  DIETARY  FLUORIDE 
SUPPLEMENTS  ACCORDING  TO  FLUORIDE  CONCENTRATION  OF 
DRINKING  WATER  AND  AGE 


Concentration  of 
Fluoride  in  Water  (ppm) 


Age  (Years) 

Less 

Than  0.3 

0.3  to  0.7 

Greater 
Than  0.7 

Birth  to  <2 

0.25 

0 

0 

2 to  <3 

0.50 

0.25 

0 

3 to  13 

1.00 

0.50 

0 

Council  on  Dental  Therapeutics,  ADA,  1979. 


not  a realistic  alternative. 

Self-applied  fluoride  methods  include:  1) 
fluoride  mouthrinsing;  2)  toothbrushing  with 
fluoride  gels  and  prophylaxis  pastes;  3)  gel  tray 
applications;  and  4)  fluoride  dentifrices. 

Studies  have  shown  that  frequent  rinsing 
with  dilute  solutions  of  fluoride  are  effective  at 
reducing  dental  caries.  At  the  present  time, 
over  9 million  children  across  the  country  are 
involved  in  these  programs.3  In  Iowa,  over 
40,000  school  age  children  are  rinsing  weekly 
with  fluoride  mouthrinses.  A 25  to  40%  reduc- 
tion in  dental  decay  can  be  achieved  with  these 
rinses  which  are  targeted  primarily  for  fluoride 
deficient  communities.9'  10 

Fluoride  dentifrices  can  generally  be  ex- 
pected to  reduce  caries  by  20  to  25% . Current- 
ly, about  80%  of  all  dentifrices  sold  in  the  U.S. 
contain  fluoride. 

Toothbrushing  with  fluoride  prophylaxis 
pastes  and  gels  can  result  in  a reduction  by  up 
to  25%  and  are  adaptable  to  school-based  pro- 
grams. Gel  tray  applications  in  custom-fitted 
trays  are  very  effective,  up  to  a 55%  reduction, 
but  are  not  feasible  as  a public  health  measure.3 

Accumulating  evidence  indicates  that  com- 
binations of  various  fluoride  procedures  result 
in  additive  dental  decay  benefits.  A 3-year 
study  completed  recently  in  Des  Moines,11 
fluoridated  since  1959,  showed  that  the  school 
fluoride  mouthrinses  were  effective  in  reduc- 
ing dental  caries  and  that  these  reductions 
were  in  addition  to  what  had  already  been 
achieved  through  community  water  fluorida- 
tion. The  National  Institute  of  Dental  Research 
studied  children  in  a rural  area  that  consumed 
daily  fluoride  tablets  at  school,  rinsed  weekly 
with  fluoride,  and  brushed  at  home  with  a 
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fluoride  dentifrice.  Dental  caries  reductions 
were  greater  than  expected  for  either  preven- 
tive therapy  alone.3  Additional  research  is  in- 
dicated as  to  which  combinations  of  fluoride 
procedures  are  most  effective  and  most  eco- 
nomically applied. 

Fluoridation  remains  the  method  of  choice 
to  deliver  the  proven  benefits  of  fluoride  to 
children  today.  However,  where  engineering 
problems  or  local  political  considerations  make 
fluoridation  not  feasible,  effective  alternatives 
are  available  to  reduce  the  pain,  expense,  and 
loss  of  teeth  due  to  dental  caries. 
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October  1982  Morbidity  Report 


Disease 

Oct. 

1982 

Total 

1982 

to 

Date 

1981 

to 

Date 

Most  Oct.  Cases 
Reported  From 
These  Counties 

Amebiasis 

9 

67 

18 

Johnson,  Boone, 
Muscatine 

Brucellosis 

2 

5 

4 

Benton,  Tama 

Chickenpox 

159 

6050 

7245 

Polk,  Linn,  Black  Hawk 

Campylobacter 

49 

288 

Dubuque,  Scott,  Polk 

Cytomegalovirus 
Eaton's  Agent 

2 

38 

27 

Black  Hawk,  Johnson 

infection 

40 

232 

32 

Polk,  Linn,  Scott 

Encephalitis,  viral 
Erythema 

10 

42 

25 

Black  Hawk,  Appanoose, 
Carroll 

infectiosum 

Gastroenteritis 

0 

247 

1162 

(GIV) 

1354 

9816 

14252 

Polk,  Linn,  Black  Hawk 

Giardiasis 

31 

142 

110 

Polk,  Palo  Alto, 
Johnson 

Hepatitis,  A 

9 

73 

193 

Polk,  Keokuk,  Greene 

Hepatitis,  B 

7 

78 

81 

Johnson,  Polk,  Page 

Hepatitis,  Non  A-B 
Hepatitis 

4 

16 

Boone,  Dubuque,  Linn 

type  unspecified 

4 

27 

51 

Johnson,  Dubuque,  Sac 

Herpes  Simplex 

61 

391 

209 

Johnson,  Polk,  Linn 

Herpes  Zoster 

0 

10 

7 

Histoplasmosis 

Infectious 

1 

15 

12 

Story 

mononucleosis 

Influenza, 

27 

166 

238 

Linn,  Marshall,  Black  Hawk 

lab  confirmed 
Influenza-like 

0 

74 

191 

illness  (URI) 

4382 

34132 

55065 

Linn,  Johnson, 
Pottawattamie 

Oct. 

1982 

1981 

Most  Oct.  Cases 

1982 

to 

to 

Reported  From 

Disease 

Total 

Date 

Date 

These  Counties 

Legionellosis 

1 

21 

Black  Hawk 

Malaria 

Meningitis 

1 

7 

Polk 

aseptic 

20 

75 

70 

Scott,  Johnson,  Polk 

bacterial 

15 

138 

107 

Polk,  Clinton,  Clay 

meningococcal 

3 

12 

25 

Buena  Vista,  Clay,  Polk 

Mumps 

3 

34 

63 

Black  Hawk 

Pertussis 

2 

8 

6 

Chickasaw,  Pottawattamie 

Rabies  in  animals 

30 

347 

778 

Polk,  Butler,  Benton 

Reye  Syndrome 

0 

5 

Rheumatic  Fever 
Rubella 

0 

3 

8 

(German  measles) 

0 

0 

4 

Measles 

0 

0 

1 

Salmonellosis 

47 

278 

228 

Dubuque,  Linn,  Johnson 

Shigellosis 
Toxic  Shock 

8 

59 

32 

Polk,  Crawford,  Linn 

Syndrome 

Tuberculosis 

1 

16 

Poweshiek 

total  ill 

10 

66 

71 

Polk,  Linn,  Tama 

bact.  pos. 

8 

49 

45 

Polk,  Linn,  Tama 

Typhoid  Fever 
Venereal  diseases: 

0 

1 

Gonorrhea 

497 

3950 

4397 

Polk,  Scott,  Black  Hawk 

Syphilis 

3 

27 

24 

Scott,  Union 

Laboratory  Virus  Diagnosis  Without  Specified  Clinical  Syndrome:  Adenovirus 
— 1 , Johnson,  1 , Polk;  Hookworm  — 1 , Scott. 
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ABOUT 

IOWA 

PHYSICIANS 


Dr.  C.  W.  Seibert,  longtime  Waterloo  obstetri- 
cian and  gynecologist,  has  closed  his  private 
practice  and  has  joined  the  staff  of  the  Black 
Hawk  Area  Family  Practice  Resident  Training 
Program  as  instructor  in  obstetrics  and  gyne- 
cology. Dr.  Seibert  will  continue  to  see  private 
patients  in  his  new  position  at  the  Black  Hawk 
Area  Family  Practice  Center. 

At  the  1983  Iowa  State  Fair,  Dr.  Loran  E.  Cop- 
poc,  Ottumwa,  was  named  to  the  Saddlehorse 
Hall  of  Fame.  Dr.  Coppoc  has  bred  and  trained 
both  Morgan  and  Arabian  horses  for  many 


years.  . . . Dr.  David  Hilger  recently  joined 
Drs.  Ray  Schmael,  Keith  Lacey,  Cheung  P. 
Pun  and  Roger  Vogt  in  Fort  Dodge.  Dr.  Hilger 
received  the  M.D.  degree  at  the  University  of 
Nebraska  School  of  Medicine  and  served  his 
radiology  residency  at  the  University  of  Ne- 
braska Medical  Center  in  Omaha.  . . . Dr. 
Clyde  Lindquist  recently  was  appointed  direc- 
tor of  the  Emergency  Department  at  Trinity 
Regional  Hospital  in  Fort  Dodge.  Dr.  Lindquist 
received  the  M.D.  degree  at  the  U.  of  I.  College 
of  Medicine  and  served  his  surgery  residency 
at  Peter  Bent  Bingham  Hospital  in  Boston, 
Mass.  From  1974  to  1978,  he  was  a clinical 
fellow  instructor  in  surgery  at  Harvard  Uni- 
versity. . . . Dr.  Kenneth  J.  Printen  recently 
joined  the  medical  staff  at  Mercy  hospital  in 
Iowa  City.  Dr.  Printen  was  formerly  a profes- 
sor in  the  Department  of  Surgery  at  the  U.  of  I. 
College  of  Medicine.  . . . Dr.  Barbara  G.  Sick- 
ler  has  joined  Drs.  James  K.  Coddington  and 
Paul  H.  Gordon  in  family  practice  in  Mason 
City.  Dr.  Sickler  received  her  medical  educa- 
tion at  the  Des  Moines  College  of  Osteopathic 
Medicine  and  Surgery  and  completed  her  fami- 
ly practice  residency  in  Mason  City. 


rObco-j 

rrTTi  HAWKEYE 

till i MEDICAL  SUPPLY  INC. 

FOR  ALL  YOUR  MEDICAL  SUPPLY  & HOME  CONVALESCENT  NEEDS 
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Whirlpool  Baths 
Catheters 
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Disposables 
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Call  FOR  INFORMATION:  Home  Office:  PH  319/337-3121 
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Dr.  Vern  Gottleaber  and  Dr.  Pedro  Atienza 

recently  joined  the  staff  of  Medical  Associates 
in  Maquoketa.  Dr.  Gottlaeber  received  his 
medical  education  at  the  College  of 
Osteopathic  Medicine  and  Surgery  in  Des 
Moines  and  interned  at  Waldo  General  Hospi- 
tal in  Seattle,  Washington.  Dr.  Atienza  re- 
ceived his  medical  education  at  the  University 
of  Santo  Tomas  in  Manila,  Philippines,  and 
completed  his  surgery  residency  at  Veterans 
Hospital  in  Des  Moines.  . . . Dr.  Dianne 
McConnell  will  join  Waukon  Medical  Associ- 
ates early  next  year.  Dr.  McConnell  received 
her  medical  education  in  Ontario,  Montreal 
and  England.  Currently,  Dr.  McConnell  is 
serving  as  a traveling  doctor  in  Newfoundland 
and  Labrador.  . . . Dr.  Larry  Heikes  has  joined 
Dr.  Brad  McConville  in  family  practice  in  Cen- 
terville. Dr.  Heikes  received  the  M.D.  degree 
at  the  University  of  Miami  Medical  School  in 
Florida  and  completed  his  family  practice  res- 
idency at  U.  of  I.  College  of  Medicine.  . . . Dr. 
Deepak  Midha,  Creston,  recently  joined  the 
Iowa  Air  National  Guard  and  is  assigned  to  the 
132nd  TAC  Hospital.  As  a Guard  physician. 
Dr.  Midha  will  be  on  duty  two  days  each 
month  and  will  attend  either  the  flight 
surgeon's  school  or  go  on  deployment  for  two 
weeks  each  year.  He  will  continue  his  private 
surgical  practice  in  Creston. 


At  a recent  national  leadership  forum  of  the 
American  Academy  of  Pediatrics,  Dr.  Peter  D. 
Wallace,  clinical  assistant  professor,  Depart- 
ment of  Pediatrics,  U.  of  I.  College  of  Medi- 
cine, was  elected  alternate  chairman  of  AAP 
District  VI.  District  VI  encompasses  nine 
midwestern  states  and  two  Canadian  prov- 
inces. Dr.  Wallace  will  serve  a three-year  term. 
Dr.  Stanley  I.  Levine,  Ottumwa,  was  elected 
chairman  of  the  Iowa  chapter  of  AAP.  Dr.  Wal- 
lace formerly  held  this  position.  Dr.  Levine  is 
chief  of  pediatrics  at  both  Ottumwa  and  St. 
Joseph  Hospitals  and  a clinical  assistant  profes- 
sor in  the  Department  of  Pediatrics  at  the  U.  of 
I.  College  of  Medicine.  . . . Drs.  Renald  and 
Jean-Guy  Bernard,  brothers  who  have  been  in 
general  practice  in  St.  Georges,  Quebec,  Cana- 
da, recently  notified  the  Hamilton  County 
Hospital  of  their  intention  to  begin  medical 
practice  in  Webster  City  next  summer.  Both 
received  their  medical  education  at  Laval  Uni- 
versity in  Quebec. 
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Dr.  John  H.  Brinkman,  Mason  City,  recently 
received  the  Iowa  Health  Care  Association's 
1982  Distinguished  Service  Award.  Dr.  Brink- 
man  was  cited  for  his  involvement  with  the 
Iowa  Foundation  for  Medical  Care.  . . . The 
medical  library  at  Waverly  Municipal  Hospital 
has  been  named  in  honor  of  Dr.  Herbert  W. 
Rathe,  longtime  Waverly  physician.  A plaque 
noting  the  honor  recently  was  presented  to  Dr. 
Rathe  by  the  hospital  board  of  trustees.  . . . 
Dr.  H.  William  Fischer  has  been  named  col- 
lege physician  and  director  of  health  service  at 
Luther  College  in  Decorah.  Dr.  Fischer  re- 
ceived the  M.D.  degree  at  the  University  of 
California  School  of  Medicine  in  San  Francisco 
and  interned  at  Wayne  County  Hospital  in  De- 
troit, Michigan.  Prior  to  locating  in  Decorah, 
Dr.  Fischer  was  an  emergency  room  physician 
at  Mason  City's  St.  Joseph  Mercy  Hospital  and 
in  private  practice  in  Elkader.  In  addition  to  his 
duties  at  Luther  College,  Dr.  Fischer  plans  to 
open  a private  practice  in  Decorah.  . . . Dr. 
Paul  Ferguson,  Lake  City,  recently  was  named 
president-elect  of  the  American  Cancer  Socie- 
ty, Iowa  Division.  Dr.  Ferguson,  who  is  also 


IDEAL  PRACTICE  LOCATION 
IN  DES  MOINES 
FOR  ESTABLISHED  GROUP 
OR  CLINIC 

WISHING  TO  ADD  AUXILIARY  FACIL- 
ITY, RELOCATE,  OR  ESTABLISH  NEW 
GROUP  (F.P.’s  AND/OR  GENERAL 
SURGEONS,  AND/OR  PRIMARY  CARE 
INTERNISTS,  ETC.)  PRESENTLY 
HOUSES  TWO  BUSY  GENERAL 
SURGEONS  WITH  SOLID  FAMILY 
PRACTICE. 

New  Clinic  Building  on  High  Traffic 
Street.  No  Nearby  Opposition.  Handy  to 
All  Major  Hospitals. 

FOR  IMMEDIATE  SALE 

Confidential  Inquiries  to  P.0.  Box  51, 
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chairman  of  the  professional  education  com- 
mittee of  the  Iowa  division  and  a member  of 
the  executive  committee  of  the  board  of  direc- 
tors, will  assume  presidency  of  the  Iowa  divi- 
sion in  1984.  . . . Dr.  David  G.  Paulsrud,  Sioux 
City,  and  Dr.  John  A.  Walck,  LeMars,  recently 
participated  in  a holistic  health  care  workshop 
for  RN's  and  LPN's  at  Briar  Cliff  College.  Dr. 
Paulsrud  discussed  the  historical  basis  for  the 
concept  of  holistic  care  and  Dr.  Walck  spoke  on 
the  "nuts  and  bolts"  of  holistic  medicine. 


Dr.  James  Eaves  recently  began  family  practice 
in  Clarinda.  Dr.  Eaves  received  the  M.D.  de- 
gree at  the  University  of  Tennessee  College  of 
Medicine  and  interned  at  St.  John's  Hospital  in 
Tulsa,  Oklahoma.  For  the  past  10  years,  he  has 
been  in  private  practice  in  Florence,  Oregon. 

. . . Dr.  Garold  L.  Moyer  recently  joined  Drs. 
Richard  Honderick  and  Steve  Ferguson  in 
family  practice  in  Rock  Rapids.  Dr.  Moyer  re- 
ceived the  M.D.  degree  at  the  U.  ofl.  College  of 
Medicine  and  completed  his  family  practice 
residency  at  University  Hospitals  in  Iowa  City. 
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CLASSIFIED  ADVERTISING 


CLASSIFIED  ADVERTISING  RATE  — $2  per  line,  $20  mini- 
mum per  insertion.  NO  CHARGE  TO  MEMBERS  OF  IOWA 
MEDICAL  SOCIETY.  Copy  deadline  — 1 st  of  the  month 
preceding  publication. 


PRACTICE  OPPORTUNITY  — Located  in  top  recreational  spot  — 
Iowa  Great  Lakes  area.  Solo  practice.  Completely  equipped,  2 exam 
rooms,  waiting  room  and  private  office.  All  like  new.  Upstairs  1 bed- 
room apartment  with  separate  entrance.  Entire  building  recently  remod- 
eled — central  air,  plenty  of  parking,  close  to  modern  hospital.  Going 
into  emergency  work.  Buy  equipment  — no  blue  sky.  Buy  or  lease 
building  on  reasonable  terms.  Write  Box  410,  Fort  Dodge,  Iowa  50501. 


GROW  WITH  US  IN  THE  SUNBELT  — The  INA  Healthplan  needs 
physicians  in  family  practice  and  most  specialties  in  Miami,  Tampa, 
Dallas,  Houston,  Phoenix,  Tucson  and  Los  Angeles.  Attractive  salaries 
and  comprehensive  benefits  including  professional  development,  re- 
tirement and  profit  sharing  programs  are  provided.  If  team  interaction 
and  casual  living  interest  you,  send  a brief  CV  to  Medical  Administra- 
tion, INA  Healthplan,  Inc.,  7616  LBJ  Freeway,  Suite  303,  Dallas,  Texas 
75251. 


MARSHFIELD  CLINIC  — A major  multispecialty  referral  center  is 
seeking  family  practitioners  for  outpatient  satellites.  Rural  location  in 
beautiful  central  Wisconsin.  Excellent  salary  and  fringe  benefits.  Must 
be  board  certified/eligible.  Send  curriculum  vitae  to  Frederic  P.  Wes- 
brook,  M.D.,  1000  N.  Oak  Avenue,  Marshfield,  Wisconsin  54449. 


ORTHOPEDIC  SURGEON  — Wanted  to  join  multispecialty  group 
consisting  of  58  physicians  located  in  west  central  Wisconsin,  a city  of 
50,000  with  a State  University  of  12,000  — 90  miles  east  of  the  Twin 
Cities.  Excellent  opportunity  for  a stimulating  practice  in  a pleasant 
environment.  If  interested  contact  Donald  R.  Griffith,  M.D.,  Medical 
Director,  Midelfort  Clinic,  Ltd.,  733  West  Clairemont  Avenue,  Eau 
Claire,  Wisconsin  54702  or  call  715/839-5222. 


EASTER  WEEK  CME  CRUISE/CONFERENCE  ON  MEDICOLEGAL 
ISSUES  — April  2-9, 1983,  Mexican  Riviera.  18  CME  CAT.  1 credits.  FLY 
ROUNDTRIP  FREE  TO  LOS  ANGELES.  Excellent  group  fares  on  finest 
ship.  Registration  limited.  Tax  deductible  under  1976  Tax  Reform  Act. 
For  additional  information  write  or  call  International  Conferences,  189 
Lodge  Avenue,  Huntington  Station,  New  York  11746.  516/549-0869. 
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ited. Three-year  Psychiatric  Residency  Program.  All  treatment  modali- 
ties. Numerous  affiliated  educational  programs.  Near  metropolitan  and 
recreational  areas.  Relaxed,  low  crime,  low  turmoil  area.  Salary  range 
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City.  Send  curriculum  vitae  or  direct  inquiries  to  No.  1547,  JOURNAL 
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PULMONARY  MEDICINE 


PHYSICIANS’  DIRECTORY 


ALLERGY 


RICHARD  L.  COOLEY,  M.D. 
PARK  CLINIC 
MASON  CITY 
515/421-5677 


CARDIOLOGY 


CARDIOLOGY  CONSULTANTS,  P.C. 

A.  L.  CHUGHTAI,  M.D.,  F.A.C.C. 

M.  L.  KWATRA,  M.D. 

1069  FIFTH  STREET 
DES  MOINES  50314 
515/244-1352 
PRACTICE  LIMITED  TO 
CARDIOVASCULAR  DISEASES  — ALL 
INVASIVE  AND  NONINVASIVE 
PROCEDURES 


DERMATOLOGY 


ROBERT  J.  BARRY,  M.D. 

1030  FIFTH  AVE.,  S.E. 

CEDAR  RAPIDS  52403 
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PRACTICE  LIMITED  TO  DISEASES, 
CANCER  AND  SURGERY  OF  SKIN 

ROGER  I.  CEILLEY,  M.D. 

J.  WILLIAM  HOLTZE,  M.D. 
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515/244-0136 

DERMATOLOGY,  DERMATOLOGIC 
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DES  MOINES  50309 
515/243-86766 
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DERMATOLOGY  AND  DERMATOLOGIC 
SURGERY 

S.  D.  MARTY,  M.D. 

P.  M.  SCHAP,  M.D. 

PARK  CLINIC 
MASON  CITY 
515/421-5620 


DERMATOPATHOLOGY 


ASSOCIATED  PATHOLOGISTS,  P.C. 
KINGSLEY  B.  GRANT,  M.D. 

DERMATOPATHOLOGY 

ROGER  C.  UNDO,  M.D. 

J.  MARTIN  JOHNSON,  M.D. 
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CEDAR  RAPIDS  52402 
319/369-7002 
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PATHOLOGY 


ELECTRODIAGNOSIS 


BURTON  STONE,  M.D. 

BURLINGTON  MEDICAL  CENTER 
2910  MADISON  AVENUE 
BURLINGTON  52601 
319/754-7841 

ELECTROMYOGRAPHY  & NERVE 
CONDUCTION  VELOCITY  STUDIES, 
PHYSICAL  MEDICINE  & 
REHABILITATION,  KLEIN 
REHABILITATION  UNIT 


GASTROENTEROLOGY 


DIAGNOSTIC  GASTROENTEROLOGY 
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DISEASES 

1000  SEVENTY-THIRD  STREET 
SUITE  #3,  WESTGATE  PLAZA 
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GREGORY  HICKLIN,  M.D. 
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S.  SAHU,  M.D.,  F.A.A.P. 

S.  SIDDIQUI,  M.D. 

NEWBORN  SPECIALIST,  P.C. 
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DES  MOINES  50314 
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NEUROLOGY 
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NEUROLOGY  & ELECTROMYOGRAPHY 
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MICHAEL  J.  STEIN,  D.O.,  JOSEPH  M.  DORO, 
D.O.,  DAVID  L.  FRIEDGOOD,  D.O. 
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DES  MOINES  50316 
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NEUROLOGY,  ELECTROMYOGRAPHY, 
ELECTROENCEPHALOGRAPHY 


NEUROSURGERY 


NEURO-ASSOCIATES,  P.C. 

JOHN  T.  BAKODY,  M.D.,  ROBERT  C.  JONES, 
M.D.,  STUART  R.  WINSTON,  M.D. 
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DES  MOINES  50314 
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PRACTICE  LIMITED  TO 
NEUROSURGERY 

JAMES  R.  LAMORGESE,  M.D. 

1519  CENTER  POINT  RD.,  N.E. 

CEDAR  RAPIDS  52402 
319/366-0481 

PRACTICE  LIMITED  TO 
NEUROSURGERY 

HOSUNG  CHUNG,  M.D. 

SCHOITZ  MEDICAL  ARTS  CENTER 
2055  KIMBALL,  SUITE  1 55 
WATERLOO  50702 
319/232-8756 
PRACTICE  LIMITED  TO 
NEUROSURGERY 
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FRANK  M.  HUDSON,  M.D. 

1221  CENTER 
DES  MOINES  50309 
515/244-3174 

PRACTICE  LIMITED  TO 
NEUROSURGERY 

EUGENE  E.  HERZBERGER.  M.O. 
300  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/557-1550 

PRACTICE  LIMITED  TO 
NEUROSURGERY 


OPHTHALMOLOGY 


WOLFE  CLINIC,  P.C. 

OTIS  D.  WOLFE,  M.D.,  RUSSELL  H.  WATT,  M.D., 
JOHN  M.  GRAETHER,  M.D.,  RUSSELL  R. 
WIDNER,  M.D.,  GILBERT  W.  HARRIS.  M.D.. 
JAMES  A.  DAVISON,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1565 

OPHTHALMIC  ASSOCIATES,  P.C. 

ARTHUR  C.  WISE,  M.D.,  ROBERT  D.  WHINERY, 
M.D.,  STEPHEN  H.  WOLKEN,  M.D. 

2409  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3623 


NORTH  IOWA  EYE  CLINIC,  P.C. 
ADDISON  W.  BROWN,  JR.,  M.D., 
MICHAEL  L.  LONG,  M.D. 

3121  4TH  STREET,  S.W. 

P.O.  BOX  1481 
MASON  CITY  50401 
515/423-8861 


OTOLARYNGOLOGY 


DUBUQUE  OTOLARYNGOLOGY  SERVICE,  P.C. 
THOMAS  J.  BENDA,  M.D.,  JAMES  W.  WHITE, 
M.D.,  GERALD  J.  COLLINS,  M.D.,  JAMES  E. 
SPODEN,  M.D. 

310  NORTH  GRANDVIEW 
DUBUQUE  52001 
319/588-0506 


IOWA  HEAD  AND  NECK  ASSOCIATES,  P.C. 
ROBERT  T.  BROWN,  M.D.,  ROBERT  G.  SMITS, 
M.D.,  EUGENE  PETERSON,  M.D. 

3901  INGERSOLL 
DES  MOINES  50312 
515/274-9135 

OTO.  — HEAD  & NECK  SURGICAL 
ASSOCIATES,  P.C. 

THOMAS  A.  ERICSON,  M.D. 

939  OFFICE  PARK  RD„  SUITE  121 
WEST  DES  MOINES  50265 
515/225-8665 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

THOMAS  OKNER,  M.D. 

PHILIP  SCHEINBERG,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 

EAR,  NOSE  AND  THROAT  SURGERY, 
HEAD  AND  NECK  SURGERY,  FACIAL 
PLASTIC  SURGERY 


PHILLIP  A.  LINQUIST,  D.O.,  P.C. 

1000  ILLINOIS 
DES  MOINES  50314 
515/244-5225 

EAR,  NOSE  AND  THROAT  SURGERY, 
FACIAL  PLASTIC  SURGERY,  HEAD  AND 
NECK  SURGERY 


ORTHOPEDICS 


STEINDLER  ORTHOPEDIC  CLINIC 
WEBSTER  B.  GELMAN,  M.D..  GERALD  W.  HOWE, 
M.D.,  JAMES  J.  PUHL,  M.D.,  EDWARD  A. 
DYKSTRA,  M.D.,  MICHAEL  M.  DURKEE.  M.D. 
2403  TOWNCREST  DR. 

IOWA  CITY  52240 
319/338-3606 


PATHOLOGY 


CLINICAL  PATHOLOGY  LABORATORY 

C.  H.  DENSER,  JR.,  M.D.,  M.  A.  MESERVEY, 

M.D.,  A.  R.  PRADHAN,  M.D. 

1073  FIFTH 

DES  MOINES  50314 

515/283-1578 

Iowa  IN-WATS  800/362-5290 

SURGICAL  PATHOLOGY,  CLINICAL 
PATHOLOGY  INCLUDING 
HEMATOLOGY,  CLINICAL  CHEMISTRY 
AND  BACTERIOLOGY  — EXFOLIATIVE 
CYTOLOGY  — RADIOISOTOPES 

LABORATORY  OF  CLINICAL  MEDICINE 
ORLYN  ENGELSTAD,  M.D., 

HARRY  J.  KASSIS,  M.D. 

L.  JEFF  RISSMAN,  M.D. 

1150  SIXTH  AVENUE 
DES  MOINES  50314 
515/244-5075 
CLINICAL  CHEMISTRY, 
RADIOIMMUNOASSAY, 
MICROBIOLOGY,  CYTOPATHOLOGY, 
HEMATOLOGY  AND  SURGICAL 
PATHOLOGY. 


CLINICAL  LABORATORIES 

D.  W.  POWERS,  M.D.,  L.  C.  PANG,  M.D., 

C.  P.  GRYTE,  M.D. 

P.O.  BOX  1683 
AMES  50010 
515/233-2316 

CONSULTATION  IN  LABORATORY 
MEDICINE  AND  PATHOLOGY 


PSYCHIATRY 


J.  C.  N.  BROWN,  M.D. 
2416  TOWNCREST  DR. 
IOWA  CITY  52240 
319/338-7941 


SATTERFIELD  PSYCHIATRIC  ASSOCIATES,  P.C. 
2928  HAMILTON  BLVD. 

SIOUX  CITY  51104 

712/277-2379 

800/352-4962 

PSYCHIATRIC  THERAPY  ALL  AGES 

RICHARD  E.  PRESTON,  M.D. 

1221  CENTER  SUITE  8 
DES  MOINES  50309 
515/283-1221 

PRACTICE  LIMITED  TO  PSYCHIATRY  & 
NEUROLOGY 


CEDAR  CENTRE  PSYCHIATRIC  GROUP 
R.  PAUL  PENNINGROTH,  M.D.,  ROBERT  W. 
SHULTICE,  M.D.,  HUNTER  H.  COMLY,  M.D. 
CEDAR  RIVER  TOWER,  SUITE  133 
CEDAR  RAPIDS  52401 
319/365-3993 

ADULT  AND  CHILD  PSYCHIATRY 


JEAN  ARNOLD,  M.D.,  F.A.P.A. 
412  TENTH  AVENUE,  BOX  5036 
CORALVILLE  52241 
319/351-4196 

THERAPY— ALL  AGES 
COUPLE  COUNSELING 


ASSOCIATES  FOR  PSYCHIATRY  P.C. 

WM.  J.  MOERSHEL,  M.D.;  CHAS.  G.  WELLSO, 
M.D.;  EDICK  HARTUNIAN,  M.D.;  S.  ORTEGA, 
M.D.;  FRANCIS  A.  VASQUEZ,  M.D. 

717  A AVENUE,  N.E. 

CEDAR  RAPIDS  52402 
319/364-0116 

Telephone  answered  day  or  night 

ADULT  AND  CHILD  PSYCHIATRY 
MARRIAGE  AND  FAMILY  COUNSELING 
PSYCHOLOGICAL  TESTING 


SURGERY 


A.  B.  GRUNDBERG,  M.D. 

1515  LINDEN 

DES  MOINES  50309 

515/288-5759 

ORTHOPAEDIC  SURGERY,  SURGERY  OF 
THE  HAND 

N.  K.  PANDEYA,  D.O.,  P.C. 

1440  E.  GRAND,  SUITE  2B 
DES  MOINES  50316 
515/265-4251 

PLASTIC  SURGERY,  RECONSTRUCTIVE 
SURGERY  AND  HAND  SURGERY 

PLASTIC  SURGERY  INSTITUTE,  P.C. 

JAMES  0.  STALLINGS,  M.D. 

528  UNIVAC  BUILDING 
1025  ASHWORTH  ROAD 
WEST  DES  MOINES  50265 
515/225-7107 

Telephone  answered  day  or  night 

AESTHETIC  PLASTIC  SURGERY, 
RECONSTRUCTIVE  PLASTIC  SURGERY, 
SURGERY  OF  THE  HAND, 
MICRQVASCULAR  PLASTIC  SURGERY 

WOLFE  CLINIC,  P.C. 

MICHAEL  W.  HILL,  M.D. 

309  EAST  CHURCH 
MARSHALLTOWN  50158 
515/752-1566 
FACIAL  PLASTIC  AND 
RECONSTRUCTIVE  SURGERY 

SINESIO  MISOL,  M.D. 

1045  FIFTH  STREET 
DES  MOINES  50314 
515/244-7272 

ORTHOPEDIC  SURGERY,  SURGERY  OF 
THE  HAND 


UROLOGY 
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Costs  Rank 
Among  Iowans 


Further  confirmation  was  given  to  Iowa 
citizen  concern  over  the  cost  of  health  care 
in  findings  of  an  independent  public  opinion 
survey  released  November  17  by  the  Iowa 
Medical  Society. 

In  choosing  among  four  responses,  69%  of 
the  Iowans  surveyed  believe  that  cost  is  the 
main  problem  facing  health  care  and  medicine. 
In  a corresponding  national  sample,  62%  of 
those  asked  said  cost  was  their  highest  con- 
cern. 

The  remainder  of  the  Iowa  respondents 
ranked  quality  (10%),  access  (6%)  and  other 
(15%)  far  behind  cost. 

This  public  opinion  survey  was  done  in  Au- 
gust by  the  New  York-based  research  orga- 
nization of  Kane,  Parsons  and  Associates,  Inc. 
The  study  was  conducted  under  the  auspices 
of  the  Iowa  Medical  Society  and  the  American 
Medical  Association. 

In  line  with  the  cost  topic,  77%  of  the  Iowans 
surveyed  said  they  were  either  very  or  fairly 
confident  they  have  enough  money  or  insur- 
ance to  pay  for  usual  medical  costs  a family 
requires.  And  61%  said  they  are  confident 
about  paying  for  a major  illness.  This  compares 
to  national  percentages  of  72  and  59,  respec- 
tively. 

Confidence  in  ability  to  pay  both  usual  and 
major  medical  costs  among  persons  earning 
less  than  $10,000  annually  is  higher  in  Iowa 
than  across  the  country.  Only  23%  of  the 
Iowans  in  this  category  are  not  confident  they 
can  pay  for  a major  illness  as  compared  to  34% 
in  the  national  sample. 

The  extensive  1982  survey  of  Iowa  citizen 
attitudes  toward  medical  care  and  life-style  in- 
cluded among  its  findings: 

• 46%  said  " too  much"  money  is  spent  on 
national  defense , as  compared  to  21%  who  said  "too 
much"  is  spent  for  health  care. 
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• 60%  said  the  number  of  Iowa  doctors  is  about 
right;  34%  said  there  are  not  enough. 

• 94%  expressed  overall  satisfaction  with  the  way 
they  were  treated  the  last  time  they  saw  a medical 
doctor  about  themselves.  Interestingly,  rural  resi- 
dents are  more  satisfied  than  their  urban  counter- 
parts. 

• 88%  said  they  had  a personal  physician,  with 
34%  reporting  their  physician  is  a solo  practitioner, 
and  64%  indicated  having  a doctor  who  is  part  of  a 
group  practice. 

• In  selecting  and  keeping  a personal  physician, 
95%  ranked  knowledge  of  medicine  very  important; 
only  32%  assigned  high  importance  to  the  doctor's 
fees. 

• 87%  said  most  doctors  are  genuinely  dedicated 
to  helping  people. 

• 56%  said  people  who  sue  doctors  for  malpractice 
are  just  looking  for  an  easy  way  to  make  money;  35% 
said  such  people  are  usually  justified  in  taking  such 
action. 

• 55%  said  hospitals  deserve  a lot  of  responsibil- 
ity for  rising  health  care  costs;  49%  said  the  same  for 
insurance  companies  and  drug  companies;  42%  said 
doctors  deserve  such  responsibility. 

A concluding  section  of  the  survey  asks 
Iowans  about  personal  health  and  lifestyles.  It 
acknowledges  that  most  citizens  know  (in 
most  categories  higher  than  the  national  sam- 
ple) the  importance  of  reduced  salt  consump- 
tion; the  need  for  vigorous  exercise;  the  value 
of  bulk  or  fiber  in  the  diet;  the  benefits  of  absti- 
nence from  tobacco;  the  good  from  maintain- 
ing a satisfactory  weight  level,  and  the  impor- 
tance of  moderation  in  the  consumption  of 
alcohol. 

It  appears  a reasonably  high  percentage  of 
we  Iowans  know  what  constitutes  a healthy 
lifestyle.  Unfortunately,  however,  we  may  not 
attach  sufficient  personal  importance  and 
attention  to  it.  Thus,  we  still  need  to  promote 
education  and  motivation  programs  in  this 
area.  Success  here  could  do  much  to  stabilize 
or  reduce  the  costs  being  paid  by  Iowans  for 
their  health  care. 

More  data  from  this  comparative  study  of 
the  Iowa  and  U.  S.  populations  will  be  com- 
piled and  presented  in  a near-future  issue  of 

the  JOURNAL  OF  THE  IOWA  MEDICAL  SOCIETY. 
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